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THE MAIN BUILDING OF MATER MISERICORDIAE HOSPITALS 
IS AN IMPOSING STRUCTURE 200 FEET LONG. 


Hospital Nursing in Australia 


Sister Mary Chanel, Mater Misericordiae Public Hospital, 


the American Catholic Hospital Association a 

sketch of hospital nursing in Australia, I claim 
their indulgence for choosing two hospitals of only one 
religious order to illustrate the subject. Not having 
sufficient knowledge of the other 23 Catholic hospitals, 
except the fact that some of them rank among the best 
in the commonwealth, I must necessarily keep within 
the order which controls seven of these 23 hospitals. 


at we da it is my purpose to give the Sisters of 


The state of Queensland, comprising an area of 
670,000 square miles, with great natural wealth and 
beauty, and a climate varying from tropical and sub- 
tropical to temperate, has a total population of only 
about 760,000 people. Most of its towns are small, 
and nursing as a rule is carried on in hospitals sup- 
ported by public subscriptions aided by government 
subsidies. 

In the large cities of Australia the hospitals may 
be classed as (1) general hospitals for both sexes over 
the age of 12 years, which admit all diseases except 
mental and contagious. (2) Children’s hospitals for 
both sexes under the age of 12 years. These hospitals 
generally provide isolation blocks for contagious dis- 


South Brisbane, Australia. 


eases such as diphtheria, scarlet fever, etc. (3) Mid- 
the general hospital treats diseases 
(4) Mental hos- 
Hospitals for such contagious diseases as 


wifery hospitals ; 
and accidents of the puerperal state. 
pitals. (5) 
scarlet fever, cerebro-spinal meningitis, plague, etc. 

A nurse receives a certificate according to the class 
of hospital she trains in, i. e., general certificate, mid- 
wifery certificate, or mental nursing certificate. Chil- 
dren’s hospitals are classed as general. 

Three years’ training is the minimum for general 
nurses though most of the large hospitals require four 
years. Midwifery nursing requires a period of twelve 
months but a nurse holding a general nurse’s certificate 
may train in six months. Mental nursing requires three 
years’ training. 

Until quite recently the Australasian Trained 
Nurses’ Association laid down the rules for nurses’ train- 
ing, framed the schedule of study for the different 
branches of nursing, and solely controlled the training 
of-nurses in all hospitals registered under it. A final 
examination of three days was held under the super- 
vision of its examiners at the end of a nurse’s training 
to qualify her for a certificate. The state law for the 























THE FRIENDLY ENTRANCE HALL OF MATER MISERICORDIAE 
PRIVATE HOSPITAL. 

training of nurses is framed on practically the same 

lines as those set by the Australasian Trained Nurses’ 

Association. 

The subjects studied are anatomy and physiology, 
general nursing, medical nursing, hygiene, dietetics, 
midwifery and care of infants, psychiatry, and neu- 
rology. 

Textbooks used in Mater Misericordiae Hospitals 
are: General Nursing, Maxwell and Pope; Anatomy 
and Physiology, Furneaux, Miss Pope; Surgical 
Nursing, Russell Howard Darling; Urine Testing, Dr. 
J. B. McLean, Brisbane General Hospital; Operating 
Room Requirements and Instruments, Dr. J. B. Me- 
Lean. 

In Queensland there is state registration for nurses, 
and the award court adjusts the salaries of trainees and 
registered nurses in all hospitals. Religious nurses are 
exempt. The court has settled the hours of duty at 112 
for a fortnight, with one whole day and one-half day 
off every week. A nurse may not work more than ten 
and one-half consecutive hours. 

Mater Misericordiae Hospitals are classed as gen- 
eral hospitals and the time required for a nurse’s train- 
ing is four years. 

Mater Misericordiae Private Hospital 

After four years’ work in a private hospital of 25 
beds in North Brisbane, the Sisters of Mercy moved 
to a new building on the south side, which accommo- 
dates 60 patients. This private hospital was opened 
by His Eminence, Cardinal Moran, August 14, 1910, 
the state governor, Sir William MacGregor, being pres- 
ent on that occasion. Among picturesque grounds high 
above the city and river, at a distance from each other 
of 150 feet, Mater Misericordiae Private and Public 
Hospitals stand. 
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Brisbane climate is sub-tropical, and evergreens, 
flowering shrubs, palms, tree ferns, and orchids flourish 
all the year round. Landscape gardening has been 
specially attended to at the Mater Hospital. The lawns 
are bright with flower beds, the terraces are grassed 
and planted with flowering shrubs and palms, the cliffs 
are converted into rock gardens, and shady nooks are 
filled with ferns and orchids, all of which, combined 
with the chirping and whistling of birds, tend to soothe 
the convalescing patient and carry his thoughts from 
the city to the peaceful bush. 

The Private Hospital is a three-storied building 
with wide balconies back and front, and a frontage of 
nearly 200 feet. The front hall and staircase are of 
artistic design, finished and furnished with Queensland 
silky oak. A marble bust of the foundress, Mother 
Catherine McAuley, stands on a gray marble pedestal 
beside the staircase. A long corridor extends from the 
hall on each side with bed rooms and private wards 
opening onto it. The operating room block is to the 
rear of the building on the east side, and comprises two 
operating rooms, surgeons’ dressing room, bath room, 
sterilizing room, Sisters’ dressing room, and a supply 
room. 

The chief operating room is eighteen by twenty- 
five feet with a semicircular end of plate glass windows 
full length except for a few feet from the floor. The 
windows are frosted half way and most of the operating 
work is performed with daylight. For night work there 
is good overhead electric illumination. The ventilators 
are suction fans controlled by electricity. The walls 
throughout the operating block are of Keen’s cement, 
enameled cream color, with rounded corners, and the 
floors are of red ironite, which looks bright and warm 
colored when polished. A new automatic pedestal op- 
erating table, Porcello design, manufactured by Reid 
Brothers, Seattle, is in use. 

The operating room has been furnished with a view 
to utility and simplicity. Only four tables which are 
iron tubular, white enameled with marble tops; a white 





THE IMPOSING MAIN STAIR AND CORRIDOR OF MATER 
MISERICORDIAE PUBLIC HOSPITAL. 
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AN OPERATING ROOM IN MATER MISERICORDIAE PUBLIC HOSPITAL. 


marble wash sink with detachable basins, and the op- 
eration table occupy the room. Plugs are fitted in the 
wall to connect with electric drills, lights, and cautery 
when these are required. 

A Sister registered nurse has charge of the op- 
erating room. She prepares all sutures, which are 
mostly Biniodide catgut, kangaroo tendon, and chromic 
gut, and has charge of sterilization of instruments, 
clothes, etc. Her position is a permanent one, as is 
also that of the Sister who assists the operating sur- 
geon. This is a distinct advantage where such a num- 
ber of surgeons make use of the hospital at different 
times. The anesthetist is always a doctor engaged by 
the surgeon for his own operations. The remainder 
of the operating room staff is Sisters who are registered 
nurses, excepting at times when a Sister student nurse 
may be given an opportunity to gain operating room 
experience. 

The kitchen block is off the west side of the build- 
ing and consists of a kitchen, twenty-four by twenty- 
four feet, pantries, scullery, cold storage room, refrig- 
erators, and a servery, which is forty-five by nineteen 
feet. The cooking is done by steam, gas, and coal, and 
food is conveyed to the different floors by an electric 
lift. Two Sisters have charge of the kitchen depart- 
ment and a Sister who is a registered nurse has charge 
of the servery and patients’ trays. 

The chapel is, as already described in Hosprrau 
Proeress, “the heart of the hospital.” 

The hospital was registered as a Training School 
for Nurses in 1911, the first superintendent of nurses 
having been trained when a secular at the Brisbane 
General Hospital. The institution has with its affiliated 
isolation hospital, a capacity of 360 beds. Only religious 
nurses are engaged in nursing at the Private Hospital. 





The superintendent of nurses in each hospital is a 
religious registered nurse, who is responsible to her 
Superior for the care of the patients and the training 
of nurses in her particular institution. All the Sisters, 
as well as the secular nurses, receive four weeks’ holi- 
day yearly. 

The spiritual needs of the Sisters are well pro- 
vided for. Through the kindly interest of His Grace, 
Archbishop Duhig, the Rev. Father Cashman, who 

yas a chaplain in France with the A. E. F., was ap- 
pointed first whole-time chaplain to the hospital, thus 
allowing of two masses on Sunday as well as daily mass. 
A retreat of nine days is given every year by a Jesuit 
Father or Redemptorist, and the Sisters who are unable 
to attend this retreat have the opportunity of joining 











OPHTHALMIC DEPARTMENT OF THE MISERICORDIAE 
PUBLIC HOSPITAL. 


























THE X-RAY DEPARTMENT. 


one of three other retreats held yearly in Brisbane for 
the Sisters of Mercy. 

There is no medical staff in the hospital. Any 
medical practitioner of good repute may apply to the 
hospital for admission of his patient. 

Mater Misericordia Public Hospital 

The Mater Misericordiae Public Hospital, which 
is built in the pavilion type of hospital architecture, 
is a two-story building with an electric lift. The foun- 
dation stone was laid by the late Archbishop of Bris- 
bane, Doctor Dunne, and the hospital was opened for 
patients in February, 1911. 

The main staircase and entrance hall furniture are 
of silky oak. 
room block, secretary’s office, a 
honorary staff and resident staff, a casualty room, and 
The honorary medical and surgical staffs 


Opening off the hall are the operating 
parlor for the use of 


two wards. 
number seventeen, seven of whom are specialists. The 
resident staff consists of three doctors recently qualified. 

The total number of beds in the hospital is 120, 
although 137 patients have been accommodated at a 
time of unusual stress. A person’s claim for admission 
is his need of hospital attention but if he can afford 
to contribute payment on a small scale it is accepted. 
No distinction is made as to creed, nationality, or color. 

The pretty little oratory on the first floor is a 
great boon to patients who are unable to attend mass 
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A FEW OF THE STUDENT AND GRADUATE NURSES. 
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at the Sisters’ chapel. 
and occasionally on a week day. 

For the operating block the description already 
given of that in the Private Hospital will answer, ex- 
cept that the operating room here has in addition an 
ether, vapour, and vacuum apparatus, and the table is 
of English manufacture. 


The Out-Patient Department and Dispensary 
The out-patient department consists of a waiting 
room, doctors’ consulting rooms, and surgical dressing 
rooms. 
A fine operating room has been added for the ear, 
nose, and throat department and ophthalmic work, as 
well as examination rooms and dark rooms. 








Here mass is said every Sunday 











THE LABORATORY. 


X-Ray Department 

This department is under the direction of an hon- 
orary roentgenologist and provides for requirements of 
the Public Hospital indoor and out-patients only. 

The plant consists of a Newton and Wright high 
tension transformer working directly off the lighting 
mains, and gives up to one hundred milliamperes. The 
couch is made by the Cox-Cavendish Electrical Com- 
pany, and is the latest pattern with accompanying stand 
for upright work. Only Coolidge tubes are now used 
for treatment and photographs. In addition there is a 
very good modern, upright screening stand made in 
Australia. 

A Potter-Bucky Diaphragm table was obtained and 
has fully justified the expense. Duplitized films are 
used and there are tanks and hangers in the develop- 
ing room. 

Another piece of apparatus which has done a great 
deal of work is a diathermic machine used in the treat- 
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PANORAMIC VIEW OF THE MATER MISERICORDIAE PRIVATE AND PUBLIC HOSPITALS 
WITH THE CITY OF BRISBANE AT THE LEFT. 


ment of rodent ulcer and early carcinomatous conditions 
of the tongue and tonsils, and also by the masseuse for 
medical work in the treatment of chronic joints, etc. 


Laboratory 
The laboratory is under the direction of an hon- 
orary pathologist and strives to keep abreast of all the 
processes of modern laboratory progress. The usual 
procedures are carried out in bacteriology, pathology, 
special and general serology, and bio-chemistry. 


The Nurses’ Home 

St. Mary’s Home was opened as a training school 
for secular nurses in 1914. Sisters who are registered 
nurses have charge of wards and special departments. 

The home is a comfortably furnished three-story 
building with pleasant surroundings. Attached to it is 
a nicely laid out garden with shade trees and flower 
beds where Queen Rose disputes with her gorgeously 
dressed sister, Hibiscus, for sovereignty throughout the 
year. Her throne is usurped at present by dear sweet 
human roses, while she has retired for the winter 
vacation. 

The Honorary Medical Staff 

The medical staff is a closed staff and vacancies 
are filled by a majority vote of the members, subject 
to the approval of the management. 


An extract from Lieutenant-Governor- Lennon’s 
speech at the general meeting held at the hospital June 
24th is a tribute to the work of the honorary staff, of 
whom he said: 

“The voluntary assistance they render is the life- 
blood of the institution. They give their services in all 
seasons and at all times, and the Sisters of the hospital 
cannot find words in which to express their gratitude.” 

Dr. W. F. Taylor, in proposing a vote of thanks 
to Mother Patrick and the nursing Sisters, said the 
honorary staff was equal to that of any hospital in Aus- 
tralia and that the Sisters as trained nurses were most 
successful in assisting the medical men. 

Doctor Taylor’s eulogy of the work of his younger 
colleagues is of much value, as his statements carry 
weight and respect. Doctor Taylor has been president 
of the hospital since its opening, and because of his 
high sense of duty and professional ethics may be called 
the Osler of the medical profession there. 

Dr. Frederick Page, who with Doctor Taylor was 
the first friend and patron of Mater Misericordiae Hos- 
pital, and who is now secretary of the honorary staff, 
was also present, as was Dr. W. N. Robertson, who has 


been a member of the honorary staff for many years. 














PORTION OF THE ASSEMBLAGE AT THE ANNUAL MEETING OF 
THE MATER MISERICORDIAE PUBLIC HOSPITAL. 


Front Row (left to right): 


The Premier (Mr. E. G. Theodore), 


Dr. W. F. Taylor, His Excellency the Governor (Sir Matthew Nathan), 
Mrs. E. G. Theodore, the Deputy Governor (Mr. W. Lennon). 

Second Row: Colonel A. J. Thynne, Dr. W. N. Robertson, the 
Archbishop of Brisbane (Dr. Duhig), Dr. H. V. Foxton, Dr. Breslin. 


The remainder of the group 
F. Page, J. E. Byrne, A. E. Paterson and A. S. Roe. 


includes ex-Justice P. Real, Drs. 
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The Comparative Merits of Fuel Oil and Coal 


Fuel’ 


George McL. Waldie, M. D., Superintendent, Fair Oaks Lodge Sanatorium, Wadena, Minnesota. 


N PRESENTING this discussion of the relative 
I merits of coal and oil as a fuel, there are several 
points which should be clearly understood: 

1. The opinions here expressed are based on a rel- 
atively short experience with oil as a fuel. 

2. The writer does not pose as an oil expert but 
is basing his statements on his experience as a hospital 
superintendent. 

3. It is appreciated that every heating plant pre- 
sents certain peculiarities which tend to make it an in- 
dividual problem when the ideal fuel is under con- 
sideration. 

With these points admitted we shall take up what 
we believe to be one of the most important innovations 
demanding the consideration of careful and conscien- 
tious hospital administrators in this section of the 
country. 

Let us first enumerate the objections to oil as a 
fuel as we have heard them expressed since becoming 
interested in this subject. The most concrete and defi- 
nite statement which we have come across is that of 
the trustees of the Worcester, Massachusetts, Hospital, 
as expressed by Dr. Charles A. Drew at the May meeting 
of the New England Hospital Association. Doctor Drew 
stated that his trustees had decided against the use of 
oil as a fuel for the following reasons: 

1. Supply of coal is known—oil is not known. 
Of the estimated available supply 40 per cent has already 
been used. A 

2. Coal contract gets coal. The typical oil con- 
tract has many unusual provisions. 

3. Coal is sold on a reasonable profit basis, while 
the price of oil is fixed in relation to the price of coal. 

4. Storage of oil is difficult. 

5. Fireman can stoke with coal to prevent smoke 
and heat loss. 

6. Odors from oil burners are objectionable be- 
cause of sulphur in oil. 

%. Coal has practically no fire hazard, while oil is 
very hazardous. 

8. Coal equipment has been on the market for 
many years and is satisfactory; oil burners are still in 
the experimental stage. 

These objections were voiced several years ago 
when Doctor Drew first suggested oil as a fuel, and 
for this reason many of the points raised by his trustees 
have failed to materialize as legitimate reasons against 
the use of oil. We have all heard of the shortage of oil, 
but new fields are being worked and there is little evi- 
dence at this time of any immediate shortage. The 
writer raised this particular objection to Doctor Prosser 
of the Dunwoody Institute, where there is an equip- 
ment similar to that which we have subsequently in- 


1Read before the Minnesota Sanatorium Association, Wadena, 
Minnesota, July 21st, 1923. 


stalled at Fair Oaks Lodge Sanatorium. Doctor Prosser 
replied by stating that even the most pessimistic would 
grant an adequate supply for the next ten years and 
that he anticipated saving a sufficient sum within two 
or three years to pay for his installation; if after ten 
years it should be found impractical to secure oil there 
would then be a new situation to meet, and it is the 
duty of institutional directors to meet such new situa- 
tions frequently. 

Before going further with this discussion of the 
various objections which are raised against oil, it would 
be well to emphasize the type of oil which we are using. 
It is known as fuel oil and consists roughly of crude 
oil from which has been extracted gasoline and kerosene. 
It is thus evident that we are burning what might be 
termed a by-product in the manufacture of gasoline. 
The supply of this by-product is dependent on the de- 
mand for gasoline, and its use interferes in no way with 
the distribution of gasoline. 

It is difficult for us to appreciate the merit of the 
next reason which is advanced by the Worcester Hos- 
pital trustees against oil: “Coal contract gets coal. 
The typical oil contract has many unusual provisions.” 
Our experience would suggest the reverse. Our coal 
contracts of the past have brought to us some coal, 
some dirt, and much slate. The percentage of unin- 
flammable matter has been variable, but it was a rare 
instance which brought to us a high grade of fuel. Our 
oil purchases have been on a much more satisfactory 
basis. We use an oil of a definite specific gravity and 
we receive it as specified. There is no foreign material 
in our car of oil with the exception of a small quantity 
of matter which we remove when passing the oil through 
screens. The percentage of uninflammable material is 
negligible. 

Objection three, that “Coal is sold on a reasonable 
profit basis while the price of oil is fixed in relation to 
the price of coal,” will find few supporters as far as 
the first part of the statement is concerned. However, 
it is not theoretically true at the present time that the 
price of coal determines the price of oil. The type of 
oil which we are using has a greater number of heat 
units per dollar than coal, although it is our opinion 
that we may shortly look for the fulfilment of this 
point and that the price of oil will be raised to con- 
form with the price of coal. This we cannot grant as 
an objection because oil possesses sufficient merit over 
coal as a fuel to warrant its use if it costs no more 
than coal. 

The objection, “Storage of oil is difficult,” is not 
readily understood. It would appear that the storage 
of oil is more simple than that of coal unless the coal 
is to be left lying outside without protection, and such 
a custom would not be easily defended. 
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Objection five is that “fireman can stoke coal so 
as to prevent smoke and heat loss.” This may be true 
theoretically but it certainly has not worked out prac- 
tically. How many of you superintendents are satisfied 
that the fireman can stoke with coal so as to prevent 
smoke ? 

“Odors from oil burners are objectionable because 
of the sulphur in oil” is the sixth ecbjection. Occa- 
sionally we have noticed a slight odor from the burning 
of oil, but this has always been due to imperfect com- 
bustion and can instantly be corrected by adjusting the 
burner. As a factor in 
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Pacific coast. The type of oil generally used is fuel oil 
of a gravity similar to that which we have been using. 

Another objection to oil burners which is frequently 
raised is the noise of operation. This idea has devel- 
oped, we believe, from observation of the older types 
of burners which depended on steam for power. There 
is no question about their being noisy. The type we 
are using is electrically driven and the characteristic 
sound is the steady hum of an electric motor. This has 
not proven objectionable. 

Therefore, it would appear to us that the objections 


commonly set forth 
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However, we have not 
described our views on 
the three 
greatest 


points of 
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superintendents and 
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and our insurance rate 
has not been altered. 

a reduction in insurance rate but thus far it has not 
been granted. 

The eighth objection is that “Coal equipment has 
been on the market for many years and is satisfactory, 
while oil burners are still in the experimental stage.” 
This, in our judgment, should be amended to read, 
“Coal equipment has been on the market for many years 
and has never been entirely satisfactory, while oil burn- 
ers have long since passed the experimental stage and 
are now giving general satisfaction.” A recent trip 
through eastern Canada and California was a revelation 
regarding oil burning. Many inquiries were made re- 
garding the use of oil as a fuel, and everywhere there 
was expressed nothing but satisfaction. Locomotives 
are fired with oil, and coast steamers, oil burners, and 
the majority of heating plants operate on oil along the 


In our opinion we are entitled to 


for adequate storage. 
Furthermore, our boiler room was in the basement of 
the sanatorium and we had a chimney which was far too 
low for the economical consumption of coal. Because of 
the soot and smoke nuisance which had been existent, we 
felt it necessary to add to our chimney and to consider 
some coal burning system which would consume coal 
with the least possible amount of smoke and soot. In 
addition it was necessary to build a new fuel room to 
substitute for the one which we contemplated giving 
over to the second boiler. 

While considering this improvement our architects 
suggested an investigation into the merits of oil burn- 
ers, which were then becoming popular in the Twin 
Cities. We found on investigation that we could com- 
pletely install an oil burning system at a lower price 
than the contemplated coal burning system. In addition 
we would have no cause to mar the physical features 

















of the building by erection of a tall chimney, and we 
would have ridded ourselves absolutely and permanently 
of the smoke and soot nuisance. This all appeared very 
attractive to us and after thorough investigation we 
decided upon the oil burning system which we have 
subsequently installed. 

The equipment includes, in addition to the burn- 
ers, of which there is one for each boiler, the necessary 
pump to circulate the oil, a twenty-thousand gallon oil 
storage tank which is buried outside of the building, 
and apparatus for the handling and transportation of 
oil from the tank car to the storage tank. Our storage 
facilities are at present entirely inadequate. We should 
have been provided with a second storage tank of equal 
capacity. This would permit us to put in a year’s sup- 
ply of oil during the summer months when the oil flows 
easily, and would not subject us to the inconvenience 
and expense of handling tank cars of oil during the cold 
weather. 

As we have previously stated, we are burning fuel 
oil, and not distillate nor any other high grade of oil. 
Our product is a by-product of refining and should not 
be confused with the oil generally used in household 
burners. One of the physical properties of this fuel oil 
is its stiffening in consistency at comparatively high 
temperatures. When there is the slightest chill in the 
air the oil ceases to be fluid and takes on the consist- 
ency of axle grease. This is the reason for emphasizing 
the wisdom of providing sufficient storage facilities for 
the handling of oil only during warm weather. 

The factors influencing our choice of oil burning 
equipment rather than coal, were as follows: 

(1) The initial cost of installing an oil burning 
system was less than that of installing a similarly com- 
plete coal burning system. 

(2) We would forever be freed of our coal soot 
and would not be subjected to the disagreeable features 
attending the burning of coal. 

(3) We could deliver additional fuel to the sana- 
torium without the flying dust and the grime which 
were always present when we were receiving coal. 

(4) Our boiler room could be cleaned and kept 
clean, and we would not track coal dust through our 
building after every visit to the boiler room, nor would 
the engineer leave a trail of grime behind him when 
called upon to do repair work in the buildings. 

(5) Because of the mechanical operation of the 
burners the engineer would be released for other work 
arid would not be confined to the boiler room so con- 
stantly. In larger plants this means the reduction of 
boiler room force for there is no need to employ so many 
firemen when using oil. 

(6) We felt there would be an appreciable saving 
by the use of oil as a fuel. 

(7) There is no residue with the burning of oil, 
and therefore there would be a saving of labor for the 
removal and disposal of ash. 

Our experience with oil is too brief to permit posi- 
tive statements regarding the economy of operation, 
and it will be necessary to express opinions rather than 
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to recite figures. On a fuel value basis it is estimated 
that for practical purposes 127 gallons of fuel oil will 
produce as many heat units as one ton of soft coal. We 
have been purchasing fuel oil at an average cost of 6.6 
cents per gallon laid down at Wadena. Of this amount 
about 2.3 cents have been the cost of the oil itself, and 
4.3 cents the freight to Wadena. Delivery to the sana- 
torium from the railroad siding has averaged .9 cents, 
making the actual cost of fuel oil 7.5 cents per gallon 
laid down in our storage tank. On the basis of 127 
gallons to the ton of coal, this would compare with 
$9.52 soft coal laid down in the bunkers. 

It had previously been our custom to reduce our 
smoke and soot nuisance to a minimum by the use 
of Pocohontas coal, and the average cost of this grade 
of fuel during 1921 was $13.56 laid down in our cellar. 
There is considerable difference of opinion regarding 
the economy of using this grade of fuel, but it seems 
to be the weight of opinion that cheaper fuel will not 
produce any more heat units per dollar than this more 
expensive type. Very careful investigations in institu- 
tions which check their fuel consumption with CO, tests 
bear out this opinion. 

It would be unfair to leave this comparison of costs 
without some explanation of the different factors affect- 
ing oil and coal. First, when one buys a ton of coal 
there is much material that cannot be burned—includ- 
ing the stone and dirt purchased and the ash which 
passes through unconsumed. With oil one has prac- 
tically no waste. Further, with oil there is no uncon- 
sumed carbon escaping through the chimney, and with 
coal there is much smoke. This black smoke found on 
burning coal means a failure to utilize some of the fuel 
which has been weighed and paid for. 

Furthermore, there is the factor of flexibility of 
operation when oil is used, which does not figure in the 
use of coal. There is no banking of fires and there is 
no need to carry a constant fire during those periods 
when the demand for steam is not heavy. During the 
more moderate part of the winter our burners are shut 
off late at night and it is a matter of only a few min- 
utes before a head of steam is secured in the morning. 
During the summer we have our burners shut off the 
greater part of the time, and recent figures show us 
to be using about thirty gallons of oil per day. Ata 
cost of 7.5 cents per gallon this gives us a fuel cost of 
$2.25 per day, although during previous years we had 
been burning about one-half ton of coal daily at a cost 
of five or six dollars. 

During 1921 our total coal cost was $3,830.39. It 
is my belief that our 1923 fuel cost will be not more 
than $2,600. This estimate is based on our consump- 
tion during the first six months of the year with a 
liberal estimate of our fuel consumption during the lat- 
ter part of the year. 

Our initial installation was such that the first few 
months of operation with oil would suggest no appre- 
ciable difference in the cost of burning oil or coal, but 
the contracting engineers have made several very radical 
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changes and our oil consumption has been reduced 
immensely. In addition, it requires some experience 
to operate an oil burner to the best advantage, just as 
it requires experience to fire economically with coal. 
We are getting this experience and we now feel confi- 
dent that oil will prove more economical than coal. 
To summarize: (1) Oil presents many advantages 
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over coal as a fuel; (2) Oil burns clean and without 
the production of ash, soot, or smoke; (3) Oil can be 
handled without the disagreeable features of coal; (4) 
Oil can be burned with less labor than coal; (5) Oil 
burning is more flexible than coal burning; (6) Oil 
is no more expensive than coal, and in all probability 
will prove more economical. 


St. Vincent’s Open First Social Service Clinic 
in Arkansas 


and only one in Little Rock or in the state of 

Arkansas, has been opened at St. Vincent’s In- 
firmary, with Miss Melanie Walker, a trained social 
worker, in charge. 

The combination of social work with medical 
treatment has been worked out in hospitals in larger 
cities with much success, and the introduction of the 
department at St. Vincent’s has the hearty approval of 
Dr. Dewell Gann, chief of staff, and his assistants, as 
well as of organized social service units in the city. 

Ciinics are held Saturday mornings from 10 to 12 
o’clock and other mornings by appointment. All clinic 
patients are asked to register at the social service de- 
partment on the first floor of the infirmary and obtain 
admission cards. Each visit to the hospital is made 
through the social service office. 

When a patient enters the hospital the social service 
worker gets from him the necessary information re- 
garding his family, employment, income, who is caring 
for the family while the bread-winner is ill, and the 
like. 

The work of the social service department at St. 
Vincent’s is with ward patients, especially free patients, 
and includes follow-up visits and home treatment. For 
instance, if a mother with a large family is brought to 
the hospital as a free patient, the new department is 
allotted the task of providing care for her children 
during her absence. If the husband and father is un- 
able to pay for a housekeeper to take care of the family 


Mites ony social service department, the first 
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THE DELIGHTFUL WARD FOR THE LITTLE TOTS. 


during the mother’s stay at the hospital, the social 
service department secures the needed help. 

Miss Walker has just returned from a summer in 
New York City, where she specialized in work of this 
type at the New York School of Social Work. For 
several years she has been on the staff of the Social 
Welfare Bureau in Little Rock and is well fitted for the 
important task which she has undertaken. 

While studying in New York Miss Walker was 
much impressed with the well equipped and attractive 
convalescent homes provided for free convalescents. In 
her opinion a convalescent home of this type solves one 
of the most difficult phases of medical social service— 
the follow-up work after the patient leaves the hospital. 

“The first duty of medical social service,” said 
Miss Walker recently in discussing her work, “is to the 
patient, and one of the chief aims of medical social 
service is to follow up patients’ treatments after they 
leave the hospital. This will be a great help to the 
patient’s physical welfare, to say nothing of what it will 
mean to the physician. 

“The relation of the social service department to 
the medical board is invaluable. The attending 
physician and intern are familiar with the type of cases 
needing social treatment and confer with workers about 
them. As new interns are assigned to duty they are 
given full information regarding functions of the office. 
In this way all doctors know what is to be expected of 
the social service department. 























MAIN WAITING ROOM OF THE DIAGNOSTIC CLINIC. 


“Although medical social service is generally for 
the use of ward patients, quite frequently an attending 
physician may find some social problem in the home 
of a private patient. This condition is reported to the 
social service department to adjust if possible. If when 
the time comes for the patient to be discharged there 
is some reason why he should not return home for a 
few days, the information is given to the doctor and 
a notice is attached to the record, ‘detained by social 
service department.’ 

“This is often important because serious results 
might develop through the home situation’s not being 
right for the patient’s return. 

“The social service worker does not look after the 
patient alone. If she finds that any one in the patient’s 
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ONE OF THE EXAMINATION ROOMS. 


household needs treatment it is her duty to see that he 
gets it; this is partieularly true of children, whether 


it be for the removal of tonsils or some similar work. 


“There is another side to the social service depart- 
ment and that is, the help it can give the hospital. 
Many times we know hospitals are imposed upon and it 
is the business of this unit to see that all patients pay 
what they can in return for service received. 


“In conclusion, a most important item in the suc- 
cess of the medical social service in a hospital is the 
necessary cooperation of doctors, nurses, and any other 
members of the hospital administration with the social 


service department.” 


The Licensed Practitioner 


Rev. C. B. Moulinier, S. J., President, Catholic Hospital Association. 


STATE license to practice medicine, when sub- 
A mitted to an analysis provokes startling vistas 

of thought and reveals strange depths of danger 
to the public. 

That the state should issue a license to every one 
who is to have the right to practice medicine is a legal 
necessity growing out of the powers and obligation of 
the state to protect the public against the unlawful 
practitioner. 

This legal license means in each state of the union 
fundamentally that the candidate who receives it has 
passed an examination which presumably tests his 
fitness to be entrusted with the very serious function of 
caring for human health. If the examination is a real 


examination ; if it is a real test of the knowledge the 
applicant has; if, further and better, it includes some 
practical tests of diagnostic ability; if, finally, it is 
fair, and therefore honestly conducted, the state has 
done its duty, as now viewed, towards the public in 
protecting it against the inadequately educated young 
physician. 


With his license the young doctor has a 





legal right to practice medicine in the state where he 
gets his license. 

But what guarantee can a state license give the 
public that the young medical man with his state license 
is going to continue to be fit to practice medicine? All 
who know anything, even in a very superficial way, 
about medical science and skill, know that the medical 
man who does not read, study and think and do some 
traveling in search of knowledge is certain to fail in 
keeping pace with the growth of the many and intricate 
basic sciences of medicine; and if he fails to keep in 
touch with other and older medical minds, he is sure 
not to progress very rapidly or securely in the art of 
diagnosis and treatment, by his own rather small, 
isolated experience. 

Therefore, it looks like an easy and fair conclusion 
to make in regard to the young practitioner who has 
just received his diploma and license, that though he 
has a legal right to practice medicine by reason of his 
possession of a diploma and license, his moral right is 
very questionable and really vanishes unless his sense 
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of obligation impels him to read, study, think, and 
practice under the inspiration and guidance of older 
men. Who of those who know and have at hand the 
older man, the student, the one who has seasoned his 
knowledge and skill by experience, would submit him- 
self to the unaided young man whenever there was 
question of serious conditions, of complications, or 
need of an operation? The young man who leaves the 
class A medical school today and gets his license, is as 
safe a beginner as medical education in its present de- 
velopment can be reasonably expected to produce. 

What state license, however, can guarantee that 
the one who receives it is sure to do all that is necessary 
for him to grow along with the growing sciences that 
make up his profession? The state might give a series 
of degrees extending along through three or five years 
and require an examination for each degree. The grad- 
uate might get a bachelor’s degree in medicine; after 
three or five years of internship and practice under 
older and better men, he might get a master’s degree, 
and finally, after three or four more years of earnest 
and supervised practice he might receive a doctor’s 
degree. 

Theoretically the state could thus protect the pub- 
lic against the more or less crude young man who does 
not study and improve himself in his professional 
knowledge and skill from month to month and year to 
year but the state does not do this, and perhaps it will 
never be practicable for it to do so. Yet if it uses no 
such means to make its license reach into the future 
as a guarantee of safety for the public, let no one claim 
that a mere license is much more, I might almost say 
anything more, than a guarantee of the past record of 
its recipient. Let no one claim that a state license gives 
any medical man the moral right to take human welfare 
and human life into his hands unless he is reasonably 
certain that he is able to diagnose the condition and 
treat it by some form of therapy known to medical prac- 
tice, with honest assurance in his own mind and con- 
science that he has the skill to treat his patient with 
safety. If he is not reasonably sure of himself he must 
in common honesty get from others who have more 
knowledge and experience than he has, the necessary 
aid to give a square deal to his patient. A state license 
does not, cannot, and is not intended to, give to any 
medical man the right to claim knowledge and skill 
which he has not, the right to practice medicine with- 
out using every reasonable means to grow in knowledge 
and skill, the right to impose on the public by any kind 
of dishonest pretention, the right to allow his time, 
his energy, and his facilities for self-improvement to 
go unused. 

On the contrary, a state license to have any for- 
ward-looking value in the life of a medical man and 
for the pyblic, rather must impose on the one who gains 
and accepts such a license, an obligation of serious study 
and personal improvement in every way possible. 
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Fortunately the public generally assumes that the 
title M. D. warranted by a license, involves this serious 
sense of study and development on the part of the 
medical man, and it is a pleasure to know that at pres- 
ent the young medical graduate is dominantly of this 
conscientious and serious type. But the license, as such, 
does not guarantee such character or qualities in its 
recipient, neither can the medical school by its diploma 
make any such guarantee to the public. 

Therefore, I conclude, the only real guarantees 
that the public has today, aside from the saving moral 
qualities of the young, ambitious, and conscientious 
medical graduate, are the care, zeal and vigilance of 
the medical profession itself, which is so honorably and 
so splendidly endeavoring to raise the standard of medi- 
cal practice in the United States and Canada. The 
Council on Medical Education of the American Medical 
Association, the American College of Surgeons, the 
American College of Physicians, the many select and 
limited bodies of medical specialists, and the various 
hospital associations, are endeavoring to do what the 
state might do with a series of graduated degrees 
towards giving a significance and assurance of future 
protection to the public in the legal right to practice, 
symbolized by a state license. 

We may, therefore, rightly say that the whole 
medical profession is organized for one very great pur- 
pose of giving to the state license its forward-looking 
moral value, and of throwing around the patient the 
protection which he cannot well get except from such 
sources. No patient gives a license or moral right to 
any medical practitioner to treat him or her with igno- 
rance or lack of skill, because in every relationship 
between a patient and doctor the implied contract on 
the part of the patient is, “I assume you are fit and able 
and honest in the care you are to give me.” 

Is it not, therefore, a warranted conclusion that 
the whole medical profession, that any and all groups 
of medical men working together, that, therefore, every 
staff of a hospital and, as an inescapable consequence, 
every hospital, must protect the patient against the unfit 
and the unskilled medical man in every phase of his 
work in as far as this is reasonably possible? 

There is, however, an inevitable correlative con- 
clusion, namely, that the medical profession individu- 
ally and corporately, that every organized special group 
in it, that every staff and every hospital, must use every 
possible means within reason to help the young, the 
middle aged, and even the old, to grow constantly in a 
surer and safer and saner grasp of all the knowledge 
and all the skill of which he is capable. Thus and thus 
only will a state license to practice medicine assume a 
significance, a real moral worth, looking to the future 
protection of the public. 


Let us have a wholesome respect for the value of 
a state license as a legal document, but let us not make 
a stupid fetich of it. 





How a Small Hospital Met the Requirements of 
Standardization 


VERY hospital at first found it difficult to comply 
EK, with the requirements for standardization of hos- 
pitals; perhaps none so acutely as the small hos- 
pital. First, there is not the field to draw from; the 
staff cannot give so strong a backing; finances do not 
allow of great expenditures for new equipments, nor 
do they allow of independence in dealing with non- 
conformist staff members. Secondly, the personnel of 
small institutions is too limited to give reasonable time 
for the education and experience needed to develop 
reliable technicians for the respective departments. 
It is now six years since the reorganization of the 
St. Francis Hospital staff which marked the beginning 
of effort towards standardization in Maryville, Mis- 
souri. Even long before that time the hospital was 
preparing its technicians for the departments of labora- 
tory, x-ray, dietary work, etc. Also the newer methods 
had been discussed frequently with the staff members 
individually and collectively. 
For many years there had been an open staff. Some 
of its members were progressive doctors who really did 
very good work and who were much pleased when the 
hospital laboratory was opened and placed in charge of 
a Sister who was a trained technician. But they did 
not all wish to bind themselves to any set rules. One 


would say, “Good, it if can be done”; another, “You 
can never do it”; a third said, “We have no time for 


such red tape.” Still another frankly expressed him- 
self, “I want no one to meddle with my business,” re- 
ferring chiefly to records and their discussion at the 
meetings. 

But by far the greatest obstacle to overcome was 
division of fees, felt keenly by hospital and physician 
alike. Progress was so slow the pioneers in standardi- 
zation almost lost heart. Again they were stimulated 
afresh by reassuring letters from Rev. Father Moulinier, 
begging, urging, and giving newly awakened hope, and 
a vision beyond the average comprehension. 

The Sisters attended the hospital conventions and 
became better acquainted with the new ideas and the 
means to carry them out. At last the Reverend Mother 
took a decisive step. She called a meeting of the doc- 
tors and told them that if in future they wished to 
practice in the hospital, they would have to do so accord- 
ing to the minimum standard laid down by the College 
of Surgeons, division of fees included. She further told 
them that all must attend the meetings which in future 
would be held monthly. “If I am the only one pres- 
ent,” she said, “the meetings will be held.” It was 
done, and the Reverend Mother was never obliged to 
hold a meeting by herself. 

Every staff member signed a paper binding him- 
self to observe the rules and regulations laid down. It 
is not said, however, that every member kept the regu- 


Sister took the records and still continues to do so. 
All blanks were headed and numbered. In fact, every 
effort was made to help the doctors and make the work 
more easy for them, particularly because St. Francis 
Hospital has no interns. 

Slowly but surely progress was made. The doc- 
tors became more and more interested in the laboratory 
as they soon saw the advantage of the examinaticns. 
They also recognized the value of complete records. 
The same can be said of the x-ray. These departments 
became self-supporting, and have long since paid for 
the initial expense. Every patient entering the hospital 
has a blood count and urinalysis made. Other exami- 
nations are made as the case may demand. Each pa- 
tient pays a laboratory charge of two dollars provided 
he is able to pay full price for other services. The poor 
receive the same attention for half price or free of 
charge. Important tissue work and unusual blood cul- 
tures are sent to the National Pathological Laboratories 
in Chicago, in the absence of a regular pathologist. 
Wassermann tests and stomach analyses are made by 
the Sisters and are not a part of the routine work. 

As has been said, division of fees was the greatest 
handicap. With a view to controlling the situation St. 
Francis Hospital changed from an open to a closed 
staff. Many of the country doctors who had previously 
patronized the hospital, now sent their work to institu- 
tions where fee-splitting was allowed and encouraged. 
There were many complaints even from the best mem- 
bers of the staff, and it became difficult to hold them 
to what seemed at the time an injustice. 

In a personal interview Rev. Father Moulinier 
counseled patience and whatever leniency justice would 
permit. He made a personal visit to the hospital, gave 
a public talk before the Chamber of Commerce, had a 
private conference with the staff members, and in his 
habitual kind way helped wonderfully to cheer and 
stimulate every one to new ambition. 

After having a closed staff for five years, St. Fran- 
cis again saw its way clear to turn back to an open staff 
in the early part of 1923. All staff members sign a 
written agreement against fee-splitting, and conform to 
the staff rules and regulations set forth in the minimum 
standard for hospitals by the College of Surgeons and 
the Catholic Hospital Association. 

The staff now numbers fourteen members, of whom 
five represent the control staff. Added to these is a 
visiting staff of six members, doctors in the near-by 
towns or country who have the same privileges as the 
regular staff. Excellent progress has been made due to 
the cooperation of the doctors, who helped in fighting 
a real battle, and whom the Sisters depend upon for 
continued support. 


St. Francis Hospital is a 75 bed hospital in a town 


lations at once. Gradually some made an effort. A of 5,000 inhabitants within forty miles of a city of 
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THE LITTLE HOSPITAL WITH BIG FESULTS 


about 100,000 inhabitants, which has three large hos- 
pitals, none of which has to the present come up to 
the standard of approved hospitals. 

It has been the experience of St. Francis Hospital 
that physicians can be won over to the requirements 
of standardization by reasonable explanations, by en- 
couragement in their work, by cooperation and as much 
assistance as it is possible to give them, by appreciation 
of their service to the hospital and acknowledgment of 
its value, by an attitude that inspires their confidence 
and their respect of the Sisters’ effort for them and for 
their patients. 

In order to conserve expensive labor, the laboratory 
technician at St. Francis Hospital takes all the his- 
tories. The x-ray technician is also the record keeper. 
The surgical nurse is full time, doing the dressings 
and preparing her own supplies. Each floor has its own 
supervisor. All these are Sisters who are graduate 
nurses and have taken the state board examination. 
Should any department be over-taxed, as happens some- 
times, the others who may be less burdened at the time. 
help out. 
departments. 


The Sisters in training assist in all these 


The public is now becoming alert to the realization 
of what a modern hospital should be. St. Francis Hos- 
pital had a greater number of patients this year than 
ever before, and the College of Surgeons has dealt most 
understandingly with it, knowing the difficulties it has 
had and is only gradually emerging from. 

St. Francis Hospital received recognition as a 
standardized hospital in 1922. In 1923, after inspect- 
ing the hospital again, the American College of Sur- 
geons sent the Sisters the accompanying letter of en- 
couragement : 


ST. FRANCIS HOSPITAL, MARYVILLE, MO. 


June 26th, 1923. 
My dear Mother Augustine: 

Dr. Newcomb has written me concerning his recent 
visit to the Saint Francis Hospital, and I wish to thank 
you for the courtesies extended to him. 

Our visitor spoke very favorably of the excellent work 
performed in your hospital and you deserve great com- 
mendation on your unfailing efforts to eradicate the prac- 
tice of fee-division in your community. If all hospitals 
exercised that supervision of their staff which is exercised 
by your hospital, much of the difficulty in connection with 
hospital standardization would be removed. 

Assuring you of our hearty cooperation at all times, 
and with every good wish, I am 

Faithfully yours, 

(Signed) Frederick W. Slobe, M.D. 
Reverend Mother Augustine, Superintendent, 
Saint Francis Hospital, 
Maryville, Missouri. 


Notre Dame Hospita! Activities. The Mother General 
of the Grey Nuns, and Sister Blain, Superior of Notre 
Dame Hospital, Montreal, Canada, attended the Congress 
of the American College of Surgeons, held November 
22-23, at Ottawa. The Sisters enjoyed the trip. They 
visited the hospitals and came back full of new ideas and 
enthusiasm for hospital betterment. 

The new Notre Dame Hospital is being equipped at 
the present time and will be occupied next April or May. 


Study Cancer. A department for the study and treat- 
ment of cancer has been opened at St. Mary’s Hospital, 
Brooklyn, N. Y. 


Meeting of Goiter Specialists. The American Asso- 
ciation for the Study of Goiter, composed of goiter sur- 
geons, pathologists, anaesthetists, internists, and radio- 
logists, will have its annual meeting at St. Joseph’s Hos- 
pital, Bloomington, Illinois, January 23rd, 24th, and 25th. 
Several states are now represented in the membership. 


Arrangements have been made for a program of 
papers, demonstrations, and diagnostic and operative 
clinics. A general invitation is extended to physicians 
interested in the work. 








A Check System of Records 


Dewell Gann, Jr., M. D., St. Vincent’s Infirmary, Little Rock, Arkansas. 


N THE last analysis it would seem that standard- 
I ized records might well be a part of the standardi- 

zation program of hospitals. This conclusion is 
based on the fact that in no two hospitals which the 
writer has studied have there been like systems of 
record keeping, a condition which is perhaps largely 
responsible for the chaos so manifest in the clinical 
centers. 

A leading surgeon of St. Louis, a man of many 
contributions to scientific literature who might justly 
be called one of the fathers of modern surgery, was 
asked his opinion of the hospital standardization pro- 
gram. 

“A splendid idea,” he said, “but aren’ some of 
the rules and records terrible? You note we have 
operated in two hospitals this morning and visited the 
third. In all, the rules and records are different. It 
is very confusing to me at times. In fact it is hardly 
possible for an individual to serve properly on all the 
hospital staffs in a city. If I come here they tell me 
such and such is the rule; if I do not comply I will 
be denied the privileges of the hospital, etc. 

“Another thing which concerns me a great deal is 
the fact that all orders must be written. If one of 
my patients falls out of bed at 3 o’clock in the morn- 
ing, should it be necessary for me to go to the hospital 
and write an order to put the patient back to bed?” 
And on and on, ad infinitum. The complaints are uni- 
form and universal. Are they reasonable? If so, let’s 
remedy them. If not, never mind them. 

Many times we hear complaints from the patients 
themselves, and rightly so. The doctor promises the 
patient soft diet, or an enema, or something else. He 
is called to the phone; an emergency or another case. 
He answers and is gone. The poor unfortunate patient, 
already hospitalized and operated upon, pays the bill; 
the hospital pays the price. The institution, not the 
doctor, is criticized. 

“Doctor said I might have an enema, and now you 
won’t give it to me,” the patient protests. The nurse 
can only answer, “I have no order for it.” The patient 
usually has very little knowledge about orders, and the 
doctor does not always consider this to the extent of 
protecting the hospital from such situations. 

The answer is, there should not be such rules. 
Strive as hard as they may, doing all they can to please 
the physician and his patient, lamenting the fact that 
things are hard to remedy, hospitals again pay the price 
in this coin: 

“Oh! Don’t go there. The service is terrible!” 

There are numerous types of record forms which 
may be divided broadly into two groups. First, blank 
forms; secondly, marginal note forms. 

Blank forms are for use in teaching hospitals only. 
Such records are made under and checked by the pro- 


fessor in charge of the class. The medical student 
knows they must be compiled properly or his absence 
at the graduating exercises may be conspicuously evi- 
dent. This type of record is not a cause of insomnia to 
the curator of records. 

Marginal notes are apologetic and in a subtle way 
offer suggestions to the clinician unfamiliar with mod- 
ern record keeping. They do not remove the time ele- 
ment so important to the busy practitioner. 

As a solution to these and many other obvious 
difficulties, there has been instituted at St. Vincent’s 
Infirmary, a system of routine orders and a method of 
ease history taking which is called the check system. 

In using this form a slant (1) is used to indicate 
positive findings. Negative findings are passed without 
markings. This type of record keeping was suggested 
by the special forms in use at Rochester for goiter, 
diabetes, etc. 

The check system has been in use at St. Vincent’s 
for only a short time, but the writer has for a number 
of years used in his office a form similar to the one here 
submitted, and has found it most satisfactory. 


ST. VINCENT’S INFIRMARY 
General History* 
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OTHER HOSPITAL ENTRIES: 
Date Case No. Diagnosis Operation or Treatment 
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*Denote positive findings by check, thus /. 
GENERAL HEALTH: Good. Fair. Poor. Weight: 
Ideal.......... Present.......... , Yrs. Mos. 
1. PAST PERSONAL HISTORY: Measles. Mumps. 
Whooping Cough. Diphtheria. Scarlet Fever. Chicken 
Pox. Chorea. Rheumatism. Pneumonia. Pleurisy. 
Typhoid Fever. Malaria. Tuberculosis. 
Smallpox. 
Remarks: 
2. INJURIES: 
Remarks: 


Influenza. 
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8. HEAD: Trauma. Headache—Location: Frontal. 
Temporal. Occipital. Time: A.M. P.M. Severity: 
Mild. Moderate. Severe. Duration-....--.-...-..---.-----.-----+- 
TAMIR sss ntnnsincininieniancigunnennapinnianssnctatsenciaipenerinisnminestnianuneaiiti 





G. F. P. Glasses. Pain. Remarks: 


EYES: Vision: 
EARS: .-Hearing: 

















marks: coseoenneenscesennseeseensene 
NOSE: Discharge. Colds. Epistaxis. Obstruction. 
Remarks: 
MOUTH: Stomatitis. Mucous Patches. Remarks:.......- 
TEETH: G. F.P. Pyorrhoea. Remarks:............--.---.--- 
THROAT: Tonsillitis. Sore Throat. Hoarseness. 
Remarks: ---..------------------s-se-seeeesrseseeensesenenencenensenecencnsennesneenennnnnes 
4. CARDIO-RESPIRATORY: Pain in chest. Morning 
Cough. Chronic Cough. Expectoration. Bronchitis. 
Hemoptosis. Night Sweats. Dyspnoea. Palpitation. 
ema: Hands. Face. Feet. 
EET SEER TSE ae tT oR eT EN ae 
5. GASTRO INTESTINAL: Agoeiies G. F. P. Diges- 
tion: G. F. P. Bowels R. Move........-.------------ daily. 
With catharsis. Without iene Gas. Nausea. 
Vomiting. Heamatemesis. Colic. Icterus. Diar- 


rhoea. Bloody stools. Tarry stool. Hemorrhoids. 
- pater or discharge from rectum. Pain. Loca- 




































































RUMARKS: sseniiihiatheaatiiabknaatpiaaihiseasaeuisiasaieionanainieieiiicgmapiait 

6. GENITO URINARY: Micturates.......... times daily........ 
Nightly. Pain. Difficult. Frequency. Hematuria. 
Pus. Retention. Incontinence. Dribbling. Gonor- 
rhoea. Syphilis. Adenitis. Passage of stone. 
a eR ea AEE S22: TRAE LSE Oana 

7. MENSES: Began..........-.-- years. Regular. Irregular. 
Interval...........--- days, weeks. Duration..............-. days. 
Scant. Moderate. Profuse. Soils..........-. napkins daily. 
Stained. Saturated. Pain: Before. During. After. Last 
Portod............... Discharge. Tears.....------.---- Instrumental 
ID, cnincnstcinsinsenastiesnnnnnsitiencemnaeianuanignneaiaaaelentitannaee 
REMARKS: 

8. SKIN AND NEURO-MUSCULAR: Vertigo. Faint- 
ing. Convulsions. Epilepsy. Memory. Weakness. 
Anaesthesia. Parasthesia. Numbness. Paralysis. 
Impotence. 

REMARKS: ...... 

9. MARITAL: Years Married.............-.- No. of Children: 

Living..------------ DBO orcenec.nnse Health: G. F. P. Dead 
Ages ee Health of Mate............ 

Miscarriages Stillbirths 

REMARKS: 

10. HABITS: Tea. Coffee. Alcohol. Drugs. Tobacco 

11. FAMILY HISTORY: Father: Living. Age...............- 
Health, G. F. P. Dead: Age Cause . 
Mother: Living. Age------.----- Health, G. F. P. Dead: 
ae tee Brothers: No. Living..--.--------- 
No, Dead........--.-------« Sisters:.. No. Living................. No. 
| ne Tuberculosis. Malignancy. Insanity. 
Arthritis. Cardiac Disease. Nephritis. Hemophilia. 
may Apoplexy 
REMARKS: 

ST. VINCENT’S INFIRMARY 
Physical Examination 

Name I ianitaiae I episcmsnmccensiee 

Height...-ft.....in. Weight... ‘bs. Build... ‘Nutrition... 1 Sys...-.-. 

Temperature. Pulse -Respiration.-.Blood Pressure: | Dias..... 


WORKING DIAGNOSIS 
SKIN: Hot. Cold. Dry. Moist. Pale. Flushed. Cyano- 























tic. Pigmented. Jaundiced. Eruptions....................-.-. 
REMARKS: 
MUCOUS MEMBRANES: Pale. Flushed. Cyanotic. 
REMARKS: 
ADENOPATHY: 
SCALP: Clean. Unclean. Scarred. REMARKS............... 
HAIR: Color.....-...--.----. Texture: Fine. Coarse. Abund- 


ant. Moderate. Scant. Bald. 
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HEAD: Skull—Size: Normal. Large. Small. Regular. 
Irregular. Fontanelles: Open. Closed. Bulging. De- 
pressed. Tender Spots. Facies: Pinched. Pallid. 
Anxious. Stupid. Puffed. Adenoid. Movements................ 
TEESE EES SLES SR REL LN, SES ROE Tecinde eae RN  nE 
EYES: Vision: Right... Le Steen, Pupils: 
Equal. Unequal. Regular. Irregular. React to light. 
Accommodation: Ophthalmoplegia. Nystagmus. Stabis- 
mus. Conjunctivitis. Arcus senilis. Keratitis. Exoph- 
thalmos. Edema lid. Ptosis. Stelwag. Von Grafe. 
ES, OE ETS . Lashes... ee 

SR RES OR ae sete 
EARS: Hearing: Right.............Left.............. ° Discharge. 
Mastoid mana a a ae 
I ee aD fd sak scieneineinninonmibocesatiiad 
NOSE: ere eee “Obstruction. De- 


SERENE Cis ee SAT SS 
IID inisniaisienictenensinisnanmninie 


LIPS: Large. Small.. Harelip. Fissured. Herpes. 
Uleerated. Scarred . i ; 
IIE ciciacscicias hse Scpecntinigninian esceerehdbthnbbiddatamisiaabiasnhabiaibandandipits 
BREATH: Odorless. Foul. Alcoholic. Urinous. Ace- 


SITE -tsnsiontauntsteniceamcdecaeiein “niin teenie ih 
MOUTH: Koplik Spots. Mucous & Patches. Pigmentations, 
ER. RIE a Re RGR SNS RCI Neca aie PR. Pole 
REL A EC TTT RE 


TONGUE: Protrusion. Normal. Right. Left. Clean. 


Coated. Furrowed. Smooth. Scarred. Ulcerated. In- 
| | EEE eee 
I a 


TEETH: Good, Fair. Poor. Caries. Deformities. 
Hutchinson’s. Gums: Pyorrhoea. Spongy. Hemorrhagic, 
Lead Line. 
i 
THROAT: Tonsils: Normal. Atrophied. Submerged. 
Hypertrophied. Cryptic with Pus. Palate: Normal 
Arched. High, Low. Adenoid. Uvula: Normal. Atro- 


phied. Hypertrophied. Reflexes: Normal. Exaggerated. 
Delaved Pharynx: Reflexes. Normal. Exaggerated. 
(a aE INTE A Reh HIN 
<a ee iM ARE IRE IORI Te 
NECK: Mobile. Immobile. Tenderness. Adenopathy. 


Thrills. Bruit. Thyroid: Palpable. Enlarged. Tracheal 











Tug. Torticollis. Tumor. 

ETRE St KE ET A ee ee 
CHEST: Size: Normal. Large. Small. Symmetrical. 
Asymmetrical. Expansion: Free. Restricted. Unilateral. 
Bilateral. Equal. Unequal. Respiration: Regular. 
Irregular. Shallow. Deep. Cheyne-Stokes: Rate per 
OT ii clsaiclisinncicinussigieissbaiaaienbienss ce ETE Te cee 
RE EE RRR te eo eee See CE UOMO Er ngewe een oe eR Na 
BREAST: Pain. Tenderness. Tumors. Pigmentations 
I TEE EL EE CELLED 
te Rae CY REA LR LAE EE ET 
LUNGS: Rate ainsi per minute. Regular. Irregular 
Fremitus... one PRB C IR acencvcccccencscnceqeeeccenesnes Rales. 
Bubbling. “Crackling. ” Fine. Medium. Coarse. Pitch: 
High. Low. Spoken Voice.............. Whispered Voice.............. 
Succussion Sounds. Metallic Tinkle. Lung Fistula Sound. 
Mobility of Pulmonary borders.............-.-. Resonance..........-- 
ES sR: Ra EE ee > ee eS 
I a a mealibvaibni 
HEART: P. M. I. in................. left interspace..............-... cm 
from mid-sternal line. Beat: Regular. egular. Skip- 
ping. Force: Equal. Unequal. Impulse: Heaving 
Diffuse Slap. Sudden Tap. Deliberate Thrust. Thrills 
Pericardial friction. Position: Base opposite........... border 
— costal cartilage...............cm. to right-......-....-.-..cm. to 
left of sternum. Right border.................. cm. from edge of 
sternum in..........-..-.--- interspace. Lower border from... 

right chondrosternal junction to apex in.................. left “in- 


terspace. Left border upward and inward from apex to a 
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i em. to left of sternum. First Sound: 
Diminished. Accentuated. Diastolic Pause: Normal 
Shortened. Rhythm Murmurs: Systolic. Pre- 
systolic. Postsystolic. P. M. I, 5th interspace. Second 
left interspace. Second right interspace .-interspace. 
Near ensiform. Transmitted 
Quality: Blowing. Musical. Rasying. Rumbling. Accen- 
tuation: Beginning. End. Length Effect of posi- 

Exertion Respiration 
Murmurs: Functional. Respiratory. Arterial. Venous. 


REMARKS: 


BLOOD VESSELS: “Tortorous.. 
volved. Aorta enlarged .-.....-.-.-...-. 
PULSE: Rate..................per minute. 
thm. - Irregular. Tension. 
Corrigan’s. Capillary mena 
REMARKS: 


ABDOMEN: 


Vessel in- 
“Both “wrists. Rhy- 
Volume. Dicrotic. 


” Sclerotic. 


Fat. Thin. Rigid. 
Liver: Pal- 
Not palpable. 
Left: Pal- 


Walls: 
Tenderness. 
Palpable. 
Not palpable. 

Normal. 


Flat. Distended. 
Peristalsis. Muscular Spasm. 
pable. Not palpable. Spleen: 
Kidneys: Right: Palpable. 
pable. Not perpen. Reflexes: 
Delayed ....... ; 
REMARKS: 


RECTUM: 
Fissure. 
Stricture. 
REMARKS: 


GENITALIA: 
REMARKS: 


EXTREMITIES: 
REFLEXES: 


Exaggerated. 


“Internal. 
Im pee ted 


External. 
Abscess. 


Hemorrhoids: 
Fistula. Ulcer. 
Fouages Peeaeat ; 
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Reutine Orders 
If orders listed below are to be used by attending 
physician, the word ROUTINE shall be written on the 
ORDER blank. Please state also type and time of 


yperation, e. g., “For appentectomy tomorrow 8 A. M. 


Routine.” 
Otherwise orders shall be written as heretofore. 


Pre-operative 

1. Unless otherwise ordered patient shall have soft 
diet at supper on the evening of day preceding operation. 

2. No water shall be allowed after midnight except 
in unusual cases and then should be withheld for at least 
three hours previous to scheduled time for operation. 

3. S. S. Enema shall be given about two hours 
previous to scheduled time for operation. 

Hypodermic-Morphine Sulphate, % gr., Atropine 

gr., 1/150 shall be given 30 minutes before scheduled time 
of operation or when ordered. 
5. If unable to void immediately before going to 
operating room, patient shall be catheterized. 

6. After each catheterization one-half ounce of ten 
per cent Solution of Silvol shall be instilled into bladder. 
Post-operative 

1. Liquids by mouth as requested beginning with 
cracked ice or warm water and gradually increasing to 
liquid diet. 

2. Hypodermic-Morphine Sulphate, gr., % P. R. N. 

3. §S. S. enema P. R. N. when indicated. 

4. Catheterization P. R. N. followed by Silvol in- 
stillation as above. 

5. All patients shall be placed in dorsal recumbent 
position and permitted to turn after twelve hours. 


Hospital Grows With Its City 


The history of St. Joseph’s Hospital, Denver, Colo- 
rado, founded by the Sisters of Charity of Leavenworth, 
Kansas, is closely linked with the history of Denver. 

In 1873, when Denver was only a small mining 
town, the hospital was opened in a six-room house on 
the corner of 26th and Blake street. It was then on 
the outskirts of the town, a location which has since 
been submerged in the warehouse district. 

In 1876 Governor and Mrs. Gilpin gave the Sisters 
the present site bounded by 18th avenue and Humboldt 
On this site was erected a building not pre- 
which served as 


street. 
tentious but more suitable and roomy, 
a hospital for sixteen years. 

During this time the town enlarged its boundaries, 
new industries were opened up, business activities flour- 
de- 


ished, and from a struggling mining town Denver 


veloped into a wealthy city provided with all the lux- 
uries of modern life. 

In 1892 the hospital was enlarged by a new south 
wing with four stories and a basement, and the original 
structure was remodeled to conform with modern re- 
quirements. 

Up to this time most of the hospital patronage was 
from the city but the success of its management, and 
the skill and eminence of its medical staff became so 
popular, that patients from all parts of the state, and 
even from surrounding states, sought alleviation from 
their physical ills at St. Joseph’s. 

In 1900 the capacity of the hospital became so 
taxed that to meet the demands of its patrons the first 
building was removed and the present administration 

















NURSES OF ST. JOSEPH’S HOSPITAL, DENVER, COLO. 
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THE IMPOSING MAIN BUILDING OF 


building was erected at a cost of $90,000. Even this 
did not meet the growing patronage. 

In 1905 another attempt was made to satisfy an 
insistent public, when the wing southeast of the admin- 
istration building was opened. 

In 1911 a new wing, absolutely fireproof, built of 
steel, brick, concrete, and tile, was constructed to the 
north of the administration building at a cost of 
$100,000. 
ing private baths, indirect lighting, and telephones for 


Private rooms, rooms en suite with connect- 


the convalescents and their friends, are among the hos- 
pital’s tributes to the progressive spirit of the age. 

The total capacity of the hospital is 225 beds. It 
is first-class in all its appointments and modern in all 
its methods. A highly qualified medical and surgical 
staff of doctors, a noble, self-sacrificing Sisterhood, and 
an efficient class of trained nurses minister to the wants 
of the sick and disabled. 

The Training School 

St. Joseph’s Hospital Training School for Nurses 
was established in September, 1899, with Sister Mary 
Felicitas as the founder. Today it is a fully accredited 
school in accordance with the requirements of the New 


ST. JOSEPH’S HOSPITAL, DENVER. 


York Board of Regents and the State Board of Regis- 


56 
tration in Colorado. The number of students averages 
eighty. 

The superiority of the school is shown by the 
classes of graduates who leave the school yearly. They 
are taking foremost places in every field of nursing 


service, and are meeting with success in all of them. 


The training school has two excellent affiliations 
for the students. One is the Fitzsimmons General Hos- 
pital, Denver, the largest hospital in the world for the 
treatment of tuberculosis. It is under military control 
and cares for tuberculous veterans of the world war 
as well as for tuberculous members of the military estab- 
lishment. It also provides general care, observation, 
and treatment for members of its own personnel. Stu- 
dent nurses are given two weeks on surgical service, two 
weeks on medical service, and two weeks in the helio- 
therapy department. 

The other affiliation is with the Visiting Nurses’ 
Association of Denver, entitling students to two 
months’ training toward a broader knowledge of the 


work done by the public health service. 

















SOME OF THE SISTERS IN CHARGE OF ST. JOSEPH’S HOSPITAL, DENVER. 








How Old-Time Hospitals Were Endowed 


James J. Walsh, M. D. 


HE problem of financing hospitals in our time is 
T so important and often so time-taking, on the 

part of those who ought to be free for hospital 
administration, that the subject of how the old-time hos- 
pitals, and especially the magnificent structures of this 
character established in the middle ages, founded and 
then successfully carried on, will undoubtedly prove very 
interesting for all those who are interested in hospitals 
in our day. Now that we know that these medieval hos- 
pitals quite contrary to the tradition, which presumed on 
general principles and without any good reason, that 
they were utterly unworthy of and unsuited to the task 
they had to do especially as compared in many ways with 
curs, fulfilled their duty quite as well as ours, this ques- 
tion of the financing of them becomes doubly significant. 
We know how much it costs to run a modern hospital, 
and while, of course, conditions are very different and 
money now represents something very different from 
what it did in the old days, still there is no doubt that 
it must have required either a magnificent endowment 
or very regular substantial support of generous char- 
acter, to keep the old hospitals at their work in the way 
that we now are well aware they did it. We know that 
they were spacious, airy and sanitary and that the pa- 
tients were cared for in them with such trained assis- 
ance that disease must have been robbed of much of its 
terror. 

Some hints have already been given that are impor- 
tant to recall. Hospitals were usually founded and the 
original foundation often included an endowment, by 
the king or some member of the nobility, or by a guild 
or the officials of the town, inviting a religious order to 
build a hospital, providing them with the ground and 
the funds for that purpose with usually an endowment 
of some kind. When Marguerite of Bourgogne founded 
the hospital at Tonnerre, which we have described in a 
previous number of Hosprrat Progress, she was really 
creating a place of retirement for herself and an occupa- 
tion that would enable her to do good to others. Doubt- 
less she was able to interest many of her friends of the 
nobility as well as her brother, King Louis IX in her 
work, and thus funds were assured. Other members of 
the nobility did something of the same kind, or a num- 
ber of them joined for the purpose, or sometimes mer- 
chants who had made large amounts of money came to 
the support of already established hospitals, helped them 
te enlarge, increased their endowments, added new de- 
partments, developed special features and supplied funds 
for these purposes. 

A typical example of one form of hospital develop- 
ment in the middle ages is to be found in the story of the 
Knights Hospitalers of St. John of Jerusalem, who 
owed their foundation to the great wave of feeling for 
the Crusaders which ran over Europe quite as our own 


organization of Red Cross work did in our western civili- 
zation in what we were pleased to call our crusade for 
democracy in the twentieth century. When the Knights 
of St. John were originally organized the very definite 
intention was to have them do hospital and ambulance 
work exclusively. After a time it was found, however, 
that their Turkish enemies did not respect their neutral- 
ity in the service of the wounded and that their ambu- 
lance trains were often attacked and so they organized 
an order of fighting knights in affiliation with the Hos- 
pitalers to protect them in their labors for the wounded 
and the ailing. Unfortunately after a time the fighting 
side of the Knights Hospitalers came to be more impor- 
tant than the care of the ailing, though both these duties 
continued to be fulfilled in a very striking way. 

In an article written for the volumes of “Contribu- 
tions to Medical and Biological Research,” dedicated to 
Sir William Osler on his seventieth birthday, I called 
attention to the magnificent development of surgery 
which took place during the Crusades when the great 
need of it aroused men to successful efforts in the devel- 
opment of surgery. Theodoric, in his textbook of sur- 
gery, which is now well-known, has told us the details of 
the surgical practice of his father, Ugo or Hugh of 
Lucca as he was called, who was a surgeon of the Cru- 
sades and took advantage of the experience thus secured 
to do some magnificent work which anticipates rather 
strikingly much of our modern surgery. They learned 
the precious lesson of antisepsis, using strong wine for 
the purpose, insisted that it was not necessary to have 
pus form in wounds and evidently secured some very 
good results. 

Theodoric tells that his father not only cured 
wounds by this means, but he made them “heal solidly 
as before,” and succeeded in obtaining “very beautiful 
(pulcherrimas) cicatrices without any ointment.” These 
last words are a reference to the fact that many surgeons 
thought it necessary to make unguent applications of 
various. kinds in order to bring about healing, yet they 
really only hindered union. * * * 

After reading this, it is much easier to understand 
some of the details of this Crusader surgeon’s technic, 
as given in his son’s textbook. It is summarized in 
Gurlt’s “Geschichte der Chirurgie” (Berlin, 1898). He 
insisted on specal care in bringing together the edges of 
wounds, both deep and superficial sutures being employed 
if necessary. He declared against the common teaching 
of the time as to the use of a wick of absorbent material 
for drainage. His reason was that this prolonged heal- 
ing, encouraged uncleanliness, and hampered repair and 
cicatrization. He warned against the use of salves in 
wounds of the scalp particularly, and called attention to 
the possibilities of serious complications here. The hair 
should be shaved and a compress soaked in hot wine em- 
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ployed to bring the edges together, sutures being dan- 
gerous. He had seen many patients recover completely 
from injuries to the brain even after the loss of some 
brain substance, though many surgeons had declared 
that event surely fatal. He had seen one case where one 
of the cells of the brain (probably a ventricle, as Gurlt 
suggests) had been completely evacuated, and yet the 
patient recovered perfectly—an anticipation of our 
famous tamping-iron case. He describes in detail how 
tonsils should be removed, the uvula clipped, pharyngeal! 
abscesses opened, and nasal polyps removed. He dared 
even to suggest radical operations for goiter, though he 
warned of the danger from hemorrhage, and that, there- 
fore, the operation must be undertaken only with the 
greatest care and foresight. 


Almost needless to say, it would have been quite 
impossible to have done such extensive delibrate operat- 
ing as is thus described in detail on head, neck and ab- 
domen without anesthetics. The greatest surprise of all 
is to find that they were using anesthetics very com- 
monly at this time. When the English poet Middleton, 
early in the seventeenth century (1605) wrote of “the 
pities of old surgeons who put their patients to sleep 
before they cut them,” his readers of the generation be- 
fore the mid-nineteenth century scarcely knew what to 
make of Middleton’s suggestion. The generation that 
saw the development of the use of anesthetics could 
scarcely credit a former anticipation of what seems to us 
our anesthesia. The old Crusader surgeons, and among 
them particularly Ugo of Lucca, used a combination of 
mandragora, opium, wild lettuce, and hyoscyamus for 
anesthetic purposes. Tinctures of these pharmacals 
were employed and a sponge saturated with them. The 
technic of anesthesia was to allow this to dry in the sun, 
and then, having placed it in boiling water, to allow the 
patient who was to be operated on to inhale the steam 
from it. The use ef a sponge in this way and the ob- 
taining of narcosis by inhalation is particularly interest- 
ing. There is no doubt at all that these old surgeons 
thus secured thoroughly efficient anesthesia, though, al- 
most needless to say, their anesthetics were neither so 
safe, so certain nor so reliable as ours. 


Quite needless to say surgery of this kind and with 
such good results could not have been accomplished ex- 
cept in well-conducted, thoroughly organized and faith- 
fully maintained hospitals. We all know now that for 
good surgery, good nursing and good hospitals are abso- 
lutely indispensable coordinate conditions, and that be- 
fore Lister’s time the difficulty of doing good surgery 
was greatly increased, not only by the lack of knowledge 
of the principles of antisepsis, but also by the extremely 
unfortunate conditions of the hospitals of that time. 
The nurses were often “ten-day women,” usually of no 
character, always looked upon as scarcely more than 
menials, with only the most meager knowledge of how 
to care for medical patients, and knowing next to 
nothing about the care of surgical patients. 
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In this, then, was the second significant anticipa- 
tion of our modern developments, for quite literally they 
must have had good hospitals and good nurses. This is 
actually what is found in the medical history of the 
time, for the hospitals very soon after the be- 
ginning of the old crusading period had become 
beautiful buildings, and the care of the patients 
in them was carried to a point of refinement that has 
made them examples in history. We have the story of 
the organization of a series of nursing orders, both men 
and women, whose one purpose was the care of wounded 
and ailing Crusaders. 

According to the letter of a pilgrim, about the 
middle of the twelfth century, the hospital of the Hos- 
pitalers of St. John of Jerusalem was capable of taking 
care of 2,000 patients. This would give one an idea of 
how extensive were the hospital arrangements of the 
time. The Ladies of St. Mary Magdalen represented 
the feminine branch of the Hospitallers, and their hos- 
pital, according to tradition, was scarcely less extensive. 
Besides, there was a nursing order of Lazarists as well 
as that of the Templars, whose original hospital was on 
the site of the Temple of Solomon, hence their name. 
Both the Knights of St. John and the Templars after- 
ward found themselves compelled to establish a fighting 
branch of their orders in order to defend their wounded 
while they were bringing them in, and to care for the 
pilgrims who were liable to attack. The financing of 
such immense establishments must have been indeed a 
problem but fortunately it was comparatively easy to 
solve at a time when a great movement like the crusades 
touched every heart and when for a time the selfishness 
of men seemed in abeyance. 


These hospitals were richly endowed, for the great 
heart of humanity poured itself out for these early Cru- 
saders quite as generously as for the Crusaders of our 
own time. The Hospitalers of St. John of Jerusalem 
and the Sisters of St. Mary Magdalen came to own pro- 
perties in many parts of Europe. Many of these do- 
nated properties, especially along the seacoast of south- 
ern Italy, France, and Spain, came to be used as what 
we would call sanatoria for the care of convalescent 
soldiers from the wars in the East, under such circum- 
stances as would best enable them to recover their health 
after the severe ills and wounds to which they had been 
subjected. To a great extent these houses of recupera- 
tion were in charge of the nursing sisters of St. Mary 
Magdalen, whose great hospital in Jerusalem was, as we 
have said, almost as famous as that of the Hospitalers 
themselves, and who took the occasion of these donations 
of properties to establish branch houses in many parts of 
the world. 


By another curious anticipation of the modern time, 
these houses after the Crusades came to be looked upon 
as centers upon which calls could be made in time of 
flood and famine and plague and war. The develop- 
ment was indeed very like that of the Red Cross, and 
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came to be a great humanitarian resource at critical 
times in a very wonderful way. 

Two things these hospitals were famous for—first, 
the abundance of food provided for patients, and 
secondly, the readiness to obtain anything for those who 
were suffering that could possibly do them any good. 
Theodoric has told us that his father considered nutri- 
tion one of the most important adjuvants for the suc- 
cess of the surgeon’s work. He adds the weight of his 
own experience in this regard, and as at the time he 
wrote he was a man of some sixty years of age, who had 
had much practical experience, his opinion is of great 
significance. He said: 

“Since, therefore, nature herself cannot bring about 
the manufacture of good blood without proper nutri- 
ment, nothing avails more in the healing of small as well 
as great wounds as the care of the nutrition of the pa- 
tient. 
of the kind of food materials that generate good chyme 


The physician must, above all, not be ignorant 
and good blood. Out of such materials the wounded 
man must be fed, in order that a suitable diet shall bring 
about a restoration of health and the renascence of the 
flesh and the restoration of the continuity of the 
wound.” 

This whole story is so strikingly like the organiza- 
tion and founding of hospitals in our own day as to indi- 
cate very clearly how little men have changed in the in- 
tervening seven hundred years. What is most interest- 
ing for us, however, is the fact that the people of that 
older time in providing for the establishment and 
foundation of hospitals seem always to have thought of 
the importance of maintaining them properly and look- 
ing forward to their permanent maintenance. They 
were provided, therefore, with endowments. These en- 
dowments consisted of property of various kinds in vari- 
ous places, the revenues from which were expected to 
They built 
very beautiful buildings of the most permanent char- 


provide funds for hospital maintenance. 


acter, so much so indeed that many of these old buiid- 
ings of seven centuries ago remain until this day. Un- 
fortunately some of them have been diverted from their 
great purpose of caring for the ailing to other public 
uses and some of them to private use by a lamentable 
abuse of such a foundation for the common good. No 
one knew better than these old people how expensive the 
maintenance of a hospital would be for they believed 
that absolutely nothing was too good to be secured for 
patients, if only it was needed to help them get better. 


It will be interesting to see, then, how apart from 
these great institutions which were founded during the 
stirring times of the Crusades further hospitals were 
founded and endowed throughout Europe. The Cru- 
sades gave the great impetus and represent the starting 
point of modern hospital organization. Not that there 
had not been hospitals, some of them well organized and 
even well endowed before that time, but they were com- 
paratively few in number, were to be found mainly in 
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the larger cities and it was the Crusades which aroused 
people to the recognition of the great duty which they 
owed to the injured and the ailing around them, espe- 
cially whenever these could not care for themselves. We 
shall see, then, in a succeeding article what was accom- 
plished for the financing of hospitals and how it was 
done. The question of endowment particularly is inter- 
esting in this regard and also the fact that men who had 
started as poor boys and made money in the great com- 
mercial revival which took place after the crusades came 
to appreciate that they were only stewards of the wealth 
which they had amassed and proceeded to use it for the 
benefit of the needy around them. 

What is most interesting is that a great many of 
them did not wait to hand over their endowments and 
funds of various kinds to hospitals at the time of their 
death, when they had to part from their money anyhow, 
end someone must have it, but gave it before that event 
and gave with it what was almost more precious, their 
experience in the handling of funds for the benefit of the 
hospital. They seem to have realized that this per- 
sonal element meant very much more than the material 
resources which they gave to the hospital. There is 
beginning to be some appreciation of this same thing in 
our time, but it will take a good deal more of apprecia- 
tion of the idea of the stewardship of wealth for the 
benefit of others to bring modern wealthy men to any- 
thing like the state of mind exhibited by the rich mer- 
chants and others of the later middle ages. It is inter- 
esting to realize in this connection that the names of 
these wealthy donors have been preserved for us, even 
for five, six and seven centuries as the result of their 
connection with these charitable foundations, though 
the names of ever so many other equally wealthy men 
have disappe ared completely or are recorded only in tax 
lists and other formal documents of the time which in- 
dicate the effort of government to secure some share for 
public use of the wealth which had been accumulated. 
Undoubtedly not a few of the names of our wealthy men 
will be recalled mainly because of the income tax which 
they had to pay and the inheritance tax which was levied 
upon their estate, for such government records usually 
remain more permanent than almost any other doci- 
ments. 

Se PRE EE ERR RE REE RE SESE SCORSESE EEE Ey 
THE DOCTOR. 


Kathleen O’Brien, Class ’24, Creighton Memorial, St. 
Joseph’s Hospital, Omaha, Nebr. 


You may talk about your lawyers, and your statesmen wise and 
great, 
You may sing about your poets as their stories you relate; 
But if your health should fail you, or some accident befall, 
You'll think the man who aids you then—the wisest of them 
all, 


You may boast about your business, and your friends on every 
side, 
Of some successful venture which is your greatest pride; 
But when you're ill or troubled, then great praises you can tell, 
Of the man who stands beside you and helps you to get well. 


Your friends will share your sunshine, you will ever find it so, 
But when dark clouds beset your path they do not want your 
woe; 
But whether case of life or death, through darkness, storm or 
gale, 
There's one man when he's needed will reach you without fail. 


eee ee 
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Bacteriology and Applied Immunology 


R. A. Kilduffe, M. D. 


(Continued from December) 


Blood Smears: The making of a satisfactory blood 
smear which will show a clear field of uninjured and 
undistorted cells is an art not to be acquired in hap- 
hazard fashion; success is attained mainly by practice. 











FIGS. 30 AND 31. MAKING A BLOOD SMEAR. 


1. Cleanse the 
described. 


finger well and puncture as 

2. Collect a drop on a glass slide near one end. 

3. Holding the slide between the thumb and fore- 
finger of one hand, and before the drop has dried or 
coagulated, apply the edge of another slide, held at an 
angle of about 45° in contact act with the drop, and 
allow the drop to spread along its edge by capillary 
attraction. Then, without undue pressure, draw the 
second slide along the surface of the first, when the 
blood will follow as a thin smear (Fig. 30.) 

Another simple, and almost invariably successful 
method is to spread the blood by means of a strip of 
cigaret paper slightly narrower than the slide upon 
which the smear is to be made. A good smear should 
have an evenly opaque or frosted glass appearance with 
a mfargin at either end and along the edges of the slide 
(Fig. 31). 

Always send at least four smears to the laboratory. 

Collection of blood for Wassermann tests, blood cul- 
tures, etc. 

Articles required: 


1. A10c.c. or 20 c.c. all glass, Luer syringe sterilized 
by dry heat. 

2. Two needles to fit the above. These must be dry. 

3. Two small test tubes, sterilized by dry heat and 
plugged with cotton. 

4. Alcohol, iodine, and sterile cotton. 

5. A small piece of rubber tubing (catheter) to con- 
strict the arm. 

6. A hemostat to clamp the tubing. 

7. Collodian to seal the puncture wound. 


Collection of the Specimen: 
1. Cleanse the arm over the region of the median 
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basilic vein with iodine followed by alcohol. Allow to 
dry. 

2. Apply the catheter around the arm, just above 
the elbow, and clamp , 
with the hemostat, 3. Fit 
the needle to the syringe. 
4. Have the patient 
clench the fist to make 
the vein prominent. 5. 


Thrust the needle 





through the skin oblique- 
ly into the vein. The 
needle is thrust in the 





direction of the blood 
FIG. 32. CONSTRICTION OF ARM 
TO MAKE PROMINENT THE 
VEIN TO BE PUNCTURED. 


current, held as nearly 
flat against the skin as 
possible. If the puncture is successful, blood will at 
once appear in the barrel of the syringe and gentle 
suction will at once fill it. It is not absolutely neces- 
sary to use a syringe, the blood flowing rapidly from 
the needle, if it is of the proper size (20 guage). 

If the needle alone is used, the blood is allowed to 
flow directly into the tubes. 

Before withdrawing the needle and syringe from 
the vein unclamp the hemostat and release the rubber 





| 
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| 
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FIG. 33. REQUISITES FOR OBTAINING BLOOD FOR A 
WASSERMANN TEST. 


Syringe, Test Tube, Catheter, Hemostat, Collodion, Alcohol, Iodine. 
tubing. This will prevent the formation of a hema- 
toma at the site of the puncture. 

Detach the needle and gently expel the blood into 
the tubes, dividing the total amount between them. The 
purpose of using two tubes is to allow for an accident 
to one when the other will still be available. 

After the tubes have been filled they must not be 
allowed to lie flat but must be kept upright or in a 
slightly slanting position until coagulation has occurred. 

Accompanying Data: In addition to the usual 
information, if the patient has been taking anti-leutic 
treatment, the fact must be noted and the date upon 
which it was last given. 

(To be continued.) 
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THE HOSPITAL WORLD 

For nine years the Catholic Hospital Association 
through its magazine, HosprraL Progress, by its na- 
tional conventions and state and sectional conferences, 
has been endeavoring to bring about more organized 
and united effort throughout the continent in all the 
Sisters’ hospitals for a more enlightened and conscien- 
tious care of the sick. 


For the last three to five years all medical organi- 
zations and many of the hospital associations have 
joined in this general movement for better hos- 
pitals. State boards of medical and nurse examiners 
along with the national and state associations of nurses 
and nursing education have joined the general move- 
ment for better care of human health. Even legislation 
and courts here and there throughout the country have 
taken cognizance of the movement for safeguarding the 


public against ignorance and disorganized forces which 
were working without plan or standard in their efforts 


to prevent, cure, or alleviate disease. 


But today the hospital world is realizing as never 
before that the care of the sick is a very serious, intri- 
cate, and exacting complex of many sciences and many 
arts. 

The medical profession is realizing as never before 
that the new grade of medical education now received 
in schools is impelling it to deeper study and more co- 
operative practice. The nurses of the continent, as an 
organized body, are consciously and determinedly 
striving to develop their profession from an apprentice- 
ship education to a better organized and more elevated 
academic profession. There are now many centralized 
schools of nursing and some ten or eleven university 
schools of nursing. This means, it seems to me, that 
the nursing group is, by reason of force from within 
and from without, going through the evolution which 
raised the medical profession and the legal profession 
from the grade of office and practice training to the 
grade of college and university training which leads to 
academic degree as a basis for recognition by the state 
through its legal licenses. 

Involved in these movements for higher training 
in the professions is the inevitable accompanying 
tendency for all those engaged in hospital management 
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and technical service to likewise pass on from the crude 
and untrained methods of the past to a riper and surer 
preparation for the work of hospital management and 
hospital technical service to the sick. 


It behooves all hospital people to watch the stir of 
the waters and to avail themselves of the blessing and 
benefits that come from quick and intelligent use of 
every opportunity. There is goodness, there is zeal, 
there is piety, there is eagerness to do the best, but 
there must be joined with these an enlightened de- 
termination to grasp time by the forelock and to be 
leaders, if not pioneers, in seizing upon the possibilities 
that are now almost easy opportunities for enlightened 
preparation to do the work of our hospitals in the most 
intelligent and economical way. 


The Catholic Hospital Association proposes to do 
its full share not only in keeping pace with real progress 
but in taking its part in the leadership.—C. B. M. 


THE EDITORIAL POLICIES OF HOSPITAL PROGRESS 

It would be assuming too much to expect that this 
journal has fulfilled all the hopes or aspirations of its 
founders. It is certainly erroneous to conclude that 
our work is much more than begun. At the same time, 
its appearance and its contents from the very first have 
reflected special credit on the publishers, and not a 
little cause for satisfaction on the part of the com- 
piling editors. 

At a recent meeting of the editorial board the ques- 
tions have been advanced, “What is our continued 
editorial policy to be? Should we not have some state- 
ment or proclamation to use as our slogan or standard ?” 
This is more easily suggested than done; it savors 
somewhat of the problem confronting the Grand Old 
Political Party, with various issues in the field: some 
too hot to touch and others too ashen to beacon or sum- 
mon any followers. 

It is apparent that not only political parties, but 
newspapers and magazines, must sense the problems of 
the hour and stand ready to champion the effective 
means of advance, because it is fair to assume that it 
is the intention, at least, of all coordinated movements 
to go forward. In the sifting processes of time, various 
publications give their reading public their true pur- 
pose in large part by the character of their output: 
their mechanical arrangement, emphasis and repetition ; 
their principles, support, denunciations, teachings, and 
even propaganda—these are the tokens that reveal the 
real journal rather than any of its preconceptions or 
preachments. 


It scarcely needs to be repeated that our main in- 
tention is to make hospitals better places for patients. 
This does not mean to make our hospitals better than 
others. We have a far broader aim to further and sup- 
port everything that will lead to more effective hos- 
pitalization everywhere. The fact that we control nearly 
fifty per cent of the hospital beds in our chosen field 
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gives us obvious enough incentive for the closest sort 
of associated effort. 


To accomplish our purpose, the great problem has 
been education—a true leading out of that which was 
within, but uncultivated and dormant. The movement 
is still young enough so that for the most part the same 
Sisters and medical staffs are in control as before any 
standardization was attempted—but what a change in 
considerably less than ten years! 

So it is perfectly apparent that more leading out 
must follow, and none of our component orders should 
now lie back “with the wide open mouths of. young 
nestlings,” as recently effectively mentioned by one of 
our members, but all should look to building up their 
own hospitals through intensive training of their execu- 
tives, supervisors, technicians and all concerned. This 
is the problem that Father Moulinier is attempting to 
provide for in his plan for further training along the 
normal school idea. 


There may be differences of opinion as to just how 
this should be brought about, but there can be abso- 
lutely no difference as to the need. This journal is your 
journal. Send in to it your ideas, your complaints, 
your aspirations, and your needs. Do your best to 
answer fully any and all appeals coming from your 
officers and from this journal. Some of you will be 
called upon for editorials, book reviews, original articles 
—anything which will be conducive to improvement. 
Look carefully to articles that will appear in these col- 
umns from time to time bearing upon the mechanical 
problems of construction in your institution—problems 
that arise not only in new buildings but in readapting 
the old. 


The clergy are at times criticized for a lack of 
interest in our hospitals, out of forgetfulness that they 
have many extremely pressing difficulties in their own 
parishes and educational endeavors. 


There is much to be done, but if everybody does 
his part there are no difficulties that cannot be suitably 
overcome.—E, L. T. 


SOCIAL SERVICE IN THE HOSPITAL 


Very significant circumstances show the coming 
importance of social service in American hospitals. 
Forward-looking men and women are growing more and 
more to anticipate a great development of hospital serv- 
ice in this direction. Perhaps few indications are more 
noteworthy, however, than the plans which are being 
made for the great hospital soon to be built for the 
Columbia University Medical Department in New York. 


A vast sum of money, some twenty million dollars, 
is at hand for the construction of this important hos- 
pital. One may be sure that the most careful pre-vision 
and thought have been giver to its planning, and all 
is centered about the idea of social service. The new 
Columbia University Hospital will be built upon this 
idea. 
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Not a few Catholic hospitals have already adopted 
the plan of social service and have a department de- 
voted to its activity. In smaller places, of course, the 
field is restricted; in large hospitals opportunities are 
very great. But both large and small should begin to 
study and develop along the lines of social service which 
point to such great development and utility in times 
to come. 

Sickness, as frequently remarked, is often but a 
link in a chain which binds individuals and families. 
Sickness, poverty, even misdoing are sometimes inex- 
tricably intertwined. Men become ill because they are 
poor, not only in this world’s goods, but sometimes in 
prudence, character, and the knowledge of how to live. 
On the other hand illness reacts upon them and makes 
them poor. Both poverty and illness are sometimes, 
though not always, the result of ill-doing. Thus, when 
the hospital receives an individual for treatment of 
some acute disease it is charity and common sense to 
see whether this disease is not either the cause or the 
effect of a social condition which may be alleviated or 
entirely remedied by prudent and expert advice and 
help. Hence social service is simply applied Christian 
charity. 

In giving this social service to others, helping them 
out of the rut of circumstance into which they have 
fallen, breaking one link of the chain that binds them, 
we are but practicing that golden rule which bids us 
do unto others what we would wish that others, under 
the same circumstances, should do unto us.—E. F. G. 


WHERE SHALL WE START? 
The buyer for a hospital has just signed a very 





large check in payment of a large order of merchandise. 
Regretfully the ink is dried on the signature and then 
follows the thought “I wonder how much I might have 
saved on that check?” In the financing of the hospital 
there are the debit as well as the credit columns in the 
accounting system, and the desire to save every last 
penny is laudable indeed. 

After the suggestion of saving has come, there 
follows the inspiration about standards in buying to 
effect economies. When the buyer overlooks the fact 
that the manufacturer of trademarked lines has been 
struggling with this problem for years, he misses an im- 
portant starting point. The producer of quality trade- 
mark lines has been fighting to set standards, fighting 
with the importer, the grower, the broker, the shipper, 
his laboratory, his buyers, etc. Here then is a starting 
point. 


The reliable producer of trade marked brands is 
the first to be called in on any program of standardiza- 
tion in buying. Inexperienced committees or self- 
appointed bureaus must give way to manufacturers who 
have spent fifty years and longer in pioneering a market. 
Standards in buying may be set but the effort must be 
cooperative with no suggestion of the big stick. 


—F. B. 





Checks and expressions of good will and coopera- 
tion are coming daily to the offices of the Catholic 
Hospital Association in immediate response to the 
Father 
Moulinier, setting forth the plans and purposes of 


circular letter of the President, Reverend 
establishing through purchase of Spring Bank, Wis- 
consin, a permanent home and center of activities for 
the association. 

Characteristic reaction to the movement is revealed 
in the accompanying extracts from some of the com- 
munications received in the short interval between the 
first general request for contributions and the day the 
January HosprraL ProGress went to the publisher. 

Other hospitals which up to the 11th of December 
had sent in expressions of interest, approval, and sup- 
port, are Mary Immaculate, Jamaica, Long Island, 
New York; St. Bernard’s, Jonesboro, Arkansas; St. 
Breckenridge, Minnesota; St. Michael’s, 
North Dakota: Sanitarium, 
Corpus Christi, Texas; Mercy, 
Rose, Great Bend, Kansas; St. Mary’s, Kansas City, 
Missouri; St. Mary's, Jefferson City, Missouri; St. 
Mary's Hospital, Wisconsin; St. 
Francis, Blue Island, Illinois; St. Mary’s, Madison, 
Wisconsin: St. Joseph’s, St. Missouri: St. 
Mary’s Infirmary, St. Louis, Missouri; Mount St. Rose 
Sanatorium, St. Louis, Missouri; St. Joseph’s Merey 
Hospital, Webster City, lowa; Oak Park Hospital, Oak 
Park, Illinois; St. 
St. John’s Sanitarium, San Angelo, Texas; 


Francis, 
Spohn 


Fe rks, 


Grand 


surlington, Towa; St. 


Ringling Baraboo, 


Charles, 


Margaret’s, Hammond, Indiana; 
Mercy, 
Portsmouth, Ohio; St. Joseph’s, Baltimore, Maryland; 
St. Catharine’s, Wisconsin; St. 
Mercy Hospital, Waverly, Iowa; St. Joseph’s, Dodge- 
ville, Wisconsin; St. John’s Long Island City Hospi- 
tal, Long Island City; St. Mary’s, Duluth, Minnesota ; 
St. Joseph’s, Alliance, Nebraska; St. Francis, Mary- 
ville, Missouri; Mercy, Champaign, Illinois; the Cham- 
plain Valley Hospital, Plattsburg, New York; Mater 
Misericordiae, Rossland, British Columbia; St. Joseph’s 
Infirmary, Forth Worth, Texas; St. Joseph’s Infirmary, 
Paris, Texas; St. Mary’s, Columbus, Nebraska; St. 
Joseph, Kansas City, Missouri; St. John’s, Cleveland, 
Ohio; Good Samaritan, Cincinnati, Ohio. 

Other contributors include Rev. James 
Breckenridge, Minnesota, and Rev. J. P. 
Buffalo, New York. 


Kenosha, Joseph's 


Mooney, 


Boland, 


Good Wishes Accompany Gifts 
Please find a small donation for your noble under- 
taking. May God bless it——Sister Wilfrida, St. Joseph’s 
Hospital, Dickinson, N. D. 


We are glad to send you the enclosed and trust it 
may help some. ; 

The members of our Alumnae Association inquired if 
they might be contributors (in a bodv) and go on record 
as Founders of Spring Bank.—Sister Madeleine, St. Mary’s 
Hospital, Minneapolis, Minn. 


Hospitals Respond Generously as Founders of 
Spring Bank 
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In response to your circular letter of November 15th 
we are enclosing herewith a check for the fund which is 
being solicited for the purpose of making Spring Bank a 
permanent center of activities for the Catholic Hospital 
Association.—Sister M. Berchmans, Mt. St. Mary’s Hospi- 
tal, Niagara Falls, N. Y. 


I have carefully read your circular letter of Novem- 
ber 12th, and am deeply interested in your movement for 
hospital progress. I feel that the Catholic Hospital 
Association requires a central place for its activities and 
that Spring Bank seems to be a very desirable location 
for that purpose as well as for the establishment of a 
Hospital College and Normal Training School. 

I fully realize, too, that the demands on our nursing 
Sisters are growing from day to day and that our Sisters 
must be educated to keep abreast of the times and to 
meet the situation. 

I also realize that none of this great work can be 
promoted without money. We are hereby enclosing the 
check of Holy Family Hospital—Mother M. Generose, 
Holy Family Convent, Manitowoc, Wis. 





Our Reverend Mother called here this week and 
heartily approves of your plans. She requested me to send 
you a check at once.—Sister M. Clotilde, St. Joseph’s Hos- 
pital, Parkersburg, W. Va. 





Regarding the Spring Bank proposition, we wish to 
say that we will be very glad to answer your call.—Sister 
Claveria, St. Mary’s Hospital, Wausau, Wis. 


Graduates Contribute 

We, the members of St. Mary’s Hospital Nurses’ 
Alumnae Association, Minneapolis, Minnesota, have 
learned of your efforts to establish a fund for a Normal 
School at Spring Bank. We are eager to identify our- 
selves with this good work and we would be pleased if 
you would accept our donation of five hundred dollars 
which we have set aside in past years as an Educational 
Fund. This will be available the first of the year if we 
hear from you that the gift is acceptable. 

We realize what a Normal School and Hospital Col- 
lege will mean for many of us who may wish to take 
advantage of such. We wish to express our appreciation 
for the interest the Catholic Hospital Association has 
taken in the nurses and the plan whereby we may con- 
tinue our education. We are glad to do all in our power 
to help so worthy a cause.—Agnes Denery, R. N., Presi- 
dent, St. Mary’s Hospital Nurses’ Alumnae Association, 
Minneapolis, Minn. 


We cannot express to you in writing the gratitude and 
appreciation we felt when your circular arrived explain- 
ing to us the purpose of purchasing Spring Bank as a 
permanent home for the Catholic Hospital Association. 
We are enclosing a check and hope to do more as time 
goes on. Please accept our mite with our ardent good 
will.—Mother Agatha Ehalt, O. S. B., St. Joseph’s Hos- 
pital, Boonville, Mo. 


Checks Received Daily 


Enclosed please find cashier’s check contributed by 
the Sacred Heart Sanitarium and St. Mary’s Hill, towards 
the purchase and establishment of Spring Bank as the 
permanent center of activities for the Catholic Hospital 
Association.—Sister Superior, Sacred Heart Sanitarium 
and St. Mary’s Hill, Milwaukee, Wis. 


Agreeable to the request expressed in your recent 
circular letter, we are sending you our check as a dona- 
tion.—Sister M. Carmelita, Mount St. Agnes College, 
Mount Washington, Md. 


Since we are already members of the Catholic Hos- 
pital Association, we take pleasure in adding this gift 
toward the Spring Bank movement.—Mother M. Edmonda, 
Misericordia Hospital, Philadelphia, Pa. 
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We enclose our mite for the welfare of Spring Bank, 
with ardent wishes and prayers for success.—Sisters of 
Mercy, Mercy Hospital, Jackson, Mich. 


Enclosed you will find a draft as a.donation to assist 
in the purchase of the Spring Bank property. We wish 
you every success in this great and almost necessary un- 
dertaking.—Sister M. Emerentia, Emergency Hospital, 
Kankakee, IIl. 


In response to your appeal of recent date, soliciting 
contributions for the building fund of the proposed Spring 
Bank College, I am enclosing a check, wishing you every 
success in the undertaking.—Sister Mary Ascension, St. 
Anthony’s Sanitarium, Amarillo, Tex. 


Whole Community Gives 

In reply to your circular letter of November 15th, I 
shall see to it that the respective hospitals of our com- 
munity (20) contribute their share as to bed capacity, to 
further this great work which you, Reverend and dear 
Father, are guiding in such a remarkable manner to the 
glory and honor of our Holy Mother, the church.—Sister 
M. Bernarda, O. S. F., St. Elizabeth Hospital, La Fayette, 
Ind. 


In response to your appeal for aid in raising a fund 
for the purchase of Spring Bank, we are enclosing a 
check as our donation toward this worthy cause.—Sister 
M. Rose, Mercy Hospital, Pittsburgh, Pa. 


In accordance with the request of the executive board 
of the Catholic Hospital Association, I am herewith en- 
closing our check covering the amount contributed by St. 
Joseph’s Infirmary, Paris, Texas. 


We are deeply interested in the proposition regarding 
Spring Bank. We hope that at no far distant date your 
high ideal will be achieved, and that the result will exceed 
your most sanguine expectations.—Sister M. Madeleine, 
C. C. V. I., St. Joseph’s Infirmary, Paris, Texas. 


Enclosed find check as a donation towards the pur- 
chasing of Spring Bank property. 

We hope the good cause will be blessed with success, 
financially and otherwise.—Mother M. Timothy, St. Mary’s 
Infirmary, McAlester, Okla. 


Please find enclosed our donation toward the purchase 
of Spring Bank.—Sister M. Hugolina, O. S. F., St. James 
Hospital, Perham, Minn. 


Mother Provincial Favors Plan 

I know you will be very much pleased to hear our 
Mother Provincial most graciously granted the request 
of all our hospitals in this province to donate to Spring 
Bank the amount asked for in your letter of November 
12th. I assure you it gives me very great pleasure to 
send the enclosed check.—Sister Grace Aurelia, St. 
Joseph’s Hospital, St. Paul, Minn. 


Enclesed please find check as our donation toward the 
purchase of the Spring Bank property, to be used for a 
Normal School.—Franciscan Sisters, St. Gabriel’s Hos- 
pital, Little Falls, Minn. 


In thought and prayer we are in sympathy and cordial 
union with our Sister hospitals, the association, and its 
most devoted president.—Sister Belleperche, Hotel-Dieu 
of St. Joseph, Windsor, Ontario. 


In accordance with the wishes of our Provincial, I am 
enclosing a check. I trust, dear Father, this will help on 
the good work a little at least—Sister Liboria, Trinity 
Hospital, Jamestown, N. D 


Enclosed please find a check which I am pleased to 
present to you as a donation towards your project in 
Spring Bank.—Sister M. Georgina, St. Agnes Hospital, 
Philadelphia, Pa. 
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We trust the little mite we are offering will in some 
way contribute to the noble work you are undertaking.— 
Sister M. Julitta, O. S. B., St. Raphael’s Hospital, St. 
Cloud, Minn. 


See Spring Bank as Blessing 

We rejoice with you in the fact that the first move- 
ment toward the realization of your long cherished dream 
is about to be accomplished. We feel that the purchase of 
Spring Bank means a first material attempt of the great 
work which, with God’s help, will develop and prosper, 
supplying a long felt need among our hospital Sisters, 
and we are happy to assure you, dear Reverend Father, of 
our cooperation in this undertaking. We enclose our 
donation.—Sister M. Robert, Santa Rosa Infirmary, San 
Antonio, Texas. 


Enclosed please find our check to apply on the pur- 
chase of the property at Spring Bank.—Sister M. Hedwig, 
St. Elizabeth Hospital, Lincoln, Nebr. 


I believe Spring Bank will prove a crowning blessing 
to your untiring efforts in the cause of Hospital Progress, 
not only as the title of our magazine, but in the true 
sense of the word. 

The Hospital College and Normal Training School will 
mean much to those who have been handicapped by 
deprivation of higher education. May God speed its 
accomplishment. 

Enclosed find donation.—Sister de Paul, Province Hos- 
pital, Beaver Falls, Pa. 


Assurance of Support 

We are sending a contribution for Spring Bank, in 
response to your circular letter of November 15th. We 
wish to assure you of our hearty cooperation, interest, and 
sympathy in vour plans and wishes for Spring Bank and 
HOSPITAL PROGRESS. We will be as active in the 
cause as opportunity will permit.—Sister M. Sabina, St. 
John’s Hospital, Anderson, Ind. 


We are very happy to be in a position to contribute 
to this most deserving project, and consider it a privilege 
indeed.—Sister Conchessa, St. John’s Hospital, Fargo, 
N. D. 


Your great enterprise surely must succeed, and our 
dear Lord will bless the undertaking. It will be such a 
blessing to the Sisterhood to have such a place to go to.— 
= M. Stanislaus, Little Company of Mary, Chicago, 


We are enclosing our mite to help in the splendid 
work of the Catholic Hospital Association——Sister M. 
Helen, St. Mary’s Hospital, Sedalia, Mo. 


Medical Staff Assists 

The resolution has been made to present to you a 
check from the hospital and staff to be applied to Spring 
Bank with our sincere wishes for the best of success. 

Your plan is certainly an ideal one, and we all hope 
that you will receive the necessary help to carry it inte 
execution.—Sister M. Hildegardis, St. Mary’s Hospital, 
Pierre, S. D. 


We are pleased to have the opportunity of enclosing 
our check as a contribution to this worthy cause.—Sister 
M. Fulgentia, St. Francis Hospital, Trenton, N. J. 

Enclosed are two checks, one from our hospital and 
the other from the Guild of Our Lady of the Visitation 
(the Nurses’ Guild). 


With these we send our best wishes that this move- 
ment will prove successful in every detail. We are with 
you as far as we are able.—Sister M. Avellino, Mercy 
Hospital, Scranton, Pa. 


We rejoice at your success in Spring Bank, and look 
forward to the grand means it will be for all Sisters 
engaged in hospital work to give better service to the sick 
and advance in the perféction of their vows. We are 
enclosing a check as our donation—Mother M. Christo- 
pher, St. Anthony’s Hospital, Rock Island, III. 
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MAIN FRONT OF ADDITION TO ST. ELIZABETH’S HOSPITAL, APPLETON, WIS. 


Addition Completed at St. Elizabeth’s 


St. Elizabeth Hospital of Appleton, Wisconsin, has 
recently completed and dedicated a $700,000 addition, 
modernly equipped and capably staffed, in charge of the 
Franciscan Sisters of St. Louis. 

The new building is 325 feet long, giving the corri- 
dors on the five floors a length of more than a block. The 
average width of the building is about sixty feet, with one 
wing 88 feet wide, and the other 116. The height of the 
building, from the ground, is a little more than 68 feet. 

Utility combined with a simple dignity and beauty, 
and special attention to a cheerful atmosphere, have made 
of St. Elizabeth a hospital that is at once practical and 
delightful. 

Arrangement 

In the basement are the spacious kitchen; separate 
dining rooms for the Sisters, nurses and hospital help; the 
laboratories; and a large refrigerator plant. 

There is also large storage space and a preserve closet. 
A diet kitchen on each floor, in connection with the serv- 
ing rooms and in charge of a trained dietitian, is equipped 
with a refrigerator cooled by the central ice plant. 

Two large electric dumb-waiters convey the food from 
the kitchen to the pantries on each floor. A smaller elec- 
trically operated dumb-waiter connects the laboratories 
with every floor and directly with the operating rooms on 
the fourth floor. 

There are four operating rooms, isolated, in a sense, 
from the other departments. Two are for major, and two 
for minor work, and there is in conjunction, a dental 
operating room. 

A special room has been provided for the doctors’ in- 
struments, as well as lockers in their dressing rooms for 
their clothes while they are in the operating room. A 
doctors’ shower is another feature of the equipment. 

Opening off of the corridors, which measure alto- 
gether about a mile, are 226 doors, out of a total of 538 in 
the entire building. All are wide enough to allow for the 
moving in and out of beds. Every floor is of terrazzo, 
every door knob is of glass, and in the 200 rooms for 
patients are two electric light fixtures, one,a ceiling light, 
the other a wall bracket. There is also a signal light over 
every door in connection with the signal system which 
summons the nurse without the ringing of bells. 

Furnishings 

In addition to the furniture which has been retained 

from the old building, 140 new hospital beds have been 


installed. These are of two kinds. One is the latest 
kind of hospital bed done in white enamel and having an 
adjustable back-rest. The other, of which St. Elizabeth’s 
has 45, is known as a special hospital bed. In addition to 
adjustable back-rests, these have other appliances which 
eliminate the need of the “jimmy roll” for the knee rest. 
These beds are in brown to correspond with the other espe- 
cially designed furniture in the rooms. 

The dressers are of the princess style with long mir- 
rors. The large rocking chairs have high backs, so de- 
signed that convalescing patients may rest their heads 
against them. Each room is furnished with a rocker, two 
straight chairs, a taboret, and dresser, all finished in oak. 
Some of the rooms have telephones, some have private 
baths, and still others are arranged in a suite, with a room 
for a special nurse. 

The main entrance of the building is of white Italian 
marble. The stairway leading to the office and the main 
stairway to the fourth floor are of pink Tennessee marble. 
At the right of the entrance is the office, with a large phar- 
maceutical department opening from it to the right. At 
the left of the entrance is a large waiting room equipped 














THE MAIN ENTRANCE IS WHITE ITALIAN MARBLE. 
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NO WARD IN ST. ELIZABETH’S HAS MORE THAN FOUR BEDS. 


with a telephone for the convenience of visitors. The 
main telephone switchboard in the office connects with the 
telephones throughout the building. 

The campaign for the present building extended from 
May 25th to May 29th, 1920, when the goal of $500,000 
was reached. Of this amount, $124,000 was pledged by 
the manufacturers, and the rest by the people in the valley. 


All additional expenses are met by the Franciscan order. 
The ground for the new building was blessed by the 


Rev. Josaphat Muesig in June, 1921. Father Muesig 
lifted the first shovelful of earth and was followed by. the 
Venerable Mother Vita and the Sisters. The cornerstone 
was laid on October 9th of the same year. 


The Rt. Rev. Paul P. Rhode, Bishop of the Green Bay 
Catholic diocese, was the principal speaker at the formal 
and public dedication program on July 3rd, 1923. Thou- 
sands attended the open-house which followed and which 
continued on the Fourth. Mother M. Casimira, provin- 
cial Mother of the Order of St. Francis in the United 
States, assisted Mother Vita and her staff in the prepara- 
tions. 

















SOME OF THE ROOMS HAVE PRIVATE BATHS. 


In contrast with the original staff of seven members, 
with which the old hospital opened 23 years ago, the new 
institution now has more than thirty members on its hos- 
pital staff. Fifteen Sisters comprise the community in 
charge. The list of registered nurses on call for hospital 
duty, is being increased as a supplement to the nursing 
staff. : 

St. Elizabeth’s will not open a training school for 
nurses at this time, and only in the future, if it becomes 
a necessity. 

Ven. Mother M. Vita, superior, is assisted by Sister 
M. Edmunda as superintendent; Sister M. Callista, record 
keeper; Sister M. Clementia, operating room supervisor; 
Sister M. Monica, supervisor of obstetrical department; 
Sister M. Venantia, laboratory technician; Dr. M. J. 
Sandborn, roentgenologist; and Dr. G. A. Ritchie, chief of 
Staff. 

The new hospital is complete in all essentials, and has 
been rated class A by the American College of Surgeons. 

Special attention is directed to an up-to-date matern- 
ity division which is now being occupied. The x-ray de- 
partment is modern in every detail, and is under the super- 














ROOM IN THE NEW ADDITION. 
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THE NEW CHAPEL AT ST. ELIZABETH’S HOSPITAL, APPLETON, WIS. 


vision of Doctor Sandborn, who has had many years of ex- 
perience. The laboratory is likewise a complete unit in 
charge of a trained technician. The record system 
maintained and supervised by a record committee of two 
doctors, members of the active staff, and one Sister. The 
forms in use are approved by the American College of 
Surgeons. 

An autopsy room is located in the basement of the 
main building, where autopsies are held more and more 
frequently with added interest to the active staff. 


is 


Long Beach Welcomes 


Its entrance guarded by a large statue of the Blessed 
Mother, the gift of a grateful patient, St. Mary’s Long 
Beach Hospital of California has begun its new and 
promising regime under the Sisters of Charity of the 
Incarnate Word. 

St. Mary’s is now a general hospital with accommoda- 
tions for sixty patients. It has a medical and a surgical 
floor; maternity, operating, and emergency rooms; and 
x-ray, laboratory, pharmacy, record, and physiotherapy de- 
partments. The kitchens, store rooms, dining rooms, and 
staff room are located on the ground floor. 

The personnel consists of a resident chaplain, ten 
Sisters who have charge of the various departments 
assisted by graduate nurses, a pathologist, roentgenologist, 
house doctor, telephone operators, orderly, chief engineer, 
chief cook, janitor, and maids. The medical staff is being 
organized and final details of the constitution and by-laws 
are being completed. The hospital surveyor of the Amer- 
ican College of Surgeons has already been invited to visit 
the hospital on his next tour of California. 

How It Started 

The Catholic people of Long Beach, and the citizens 
in general, for many years have felt the need of such an 
institution, and frequent appeals have been made to vari- 
ous Sisters’ dioceses for the purpose of establishing a 
Sisters’ hospital. 

On hearing early in May that the Long Beach Hos- 
pital was to be sold, Rev. J. M. Hegarty, pastor of St. 
Anthony’s Church, requested the Sisters of Charity of the 
Incarnate Word, diocese of Galveston, Texas, to consider 
its purchase. 

The following month Mother M. Placidus, superior 
general of the order, with Sister M. Michael, superior of 
the Shrevenort Sanitarium, Shreveport, Louisiana, visited 
Long Beach. They received the sanction of Rt. Rev. C. 


Due to the fact that the hospital is located in a city 
of about 23,000 there is not a predominance of specialism 
in medical work. The majority of physicians are in gen- 
eral practice and it was a difficult matter to organize a 
staff. However, the situation is being mastered. The 
Sisters’ governing body of the hospital appoints the execu- 
tive staff and the chairman of the active staff appoints a 
program committee of two members from the active staff 
to arrange the program for the month. This has developed 
into a rotating system and has given much satisfaction. 


New Sisters’ Hospital 


E. Byrne, D.D., bishop of Galveston, and of Rt. Rev. John 
J. Cantwell, D.D., bishop of Los Angeles and San Diego, 
and the encouragement and support of the clergy and 
people of Long Beach. With the endorsement of her com- 
munity, Mother Placidus purchased the hospital late in 
July for a consideration of $160,000. 
Opening and Dedication 

On August first sx Sisters arrived from houses in 
Texas and Louisiana to take over the management of the 
institution, renamed St. Mary’s Long Beach Hospital. 























K. OF C. LINED UP FOR THE DEDICATION CEREMONIES. 
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Five other Sisters, three of them head counsellors of the 
order, followed to be present at the dedication which took 
place with solemn ritual August 26th. 

Some 3,000 persons, including a distinguished com- 
pany of clergy, Sisters of various orders, and laymen, 
attended the parade, and the program which followed on 
the front porch of the hospital where an altar had been 
erected. ; 

In the procession through the principal streets of the 
city were the municipal band; the Boys’ Brigade of St. 
Anthony’s parish; the drill team of the Knights of Colum- 
bus, in white uniforms and blue velvet capes; Knights of 
Columbus of the fourth degree acting as escorts to Bishop 
Cantwell; local and visiting clergy; city officials; and uni- 
formed nurses of St. Mary’s Hospital. 

Tribute to Sisters 

City representatives, men prominent in the medical 
profession, the hierarchy, and organizations joined in a 
cordial welcome to the Sisters and in prophesying the suc- 
cess of their first venture in California. 

Paying tribute to the devotion of the Sisters of 
Charity who will conduct the hospital, Rt. Rev. John J. 
Cantwell said in his address: 

“Though Long Beach is noted for its climate, the 
Sisters have not come on that account. Though Signal 
Hill has unloaded fabulous riches at the door of Long 
Beach, the Sisters have not come for that. They have 
come to heed the injunctions of the scriptures to feed the 
hungry and to minister to the sick. Their hospital will 
stand on a platform of Christian charity.” 

The Right Reverend Bishop, assisted by Monseigneur 
Fitzgerald and many of the clergy, solemnly blessed the 
hospital, and the ceremony closed with solemn benediction 
of the Blessed Sacrament by his Lordship. 

Hundreds attended the open house which followed, 
visiting first the chapel, and in order every department of 
the hospital. 

Looking Ahead 

Encouraged in their efforts by the kindness, courtesy, 
and cooperation of the people of southern California, the 
Sisters of St. Mary’s are eager to organize a school] of 
nursing and a nurses’ home in connection with their hos- 
pital. They have already received, toward the realization 
of their plans for hospital development, a gift of $912, 
proceeds of the charity ball given by the Catholic 
Daughters of America. 


ST. MARY’S LONG BEACH HOSPITAL AND PART OF THE CROWD WHICH ATTENDED 
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A NURSES’ EVENING “AT HOME.” 
A Prescription for Boredom in the Training School. 
By a Student Nurse. 

Are you tired, bored with life in general, and your 
work in particular? Do you feel “tied down?’ If you 
feel like any of these things, there is nothing better for its 
relief than a wiener roast by an open fireplace and singing 
or playing by radio. 

These little “at home” affairs have been tried quite 
successfully by the senior nurses at St. Mary’s Training 
School, Duluth, Minn. In March last, two of the nurses 
and a former intern of the hospital sang at the local thea- 
ter for the Duluth Radio Corporation, to be broadcasted 
over the country. As the nurses’ home is equipped with 
a radio receiving set, the nurses and Sisters were able 
to “listen in” on the concert. 

Later the nurses built a fire in the fireplace and 
danced by the firelight to music from the victrola. When 
the fire had died down to a red glow, a circle was formed 
and each one inserted wieners on sticks in the smouldering 
embers. While roasting the “hot dogs” plans were made 
for future social functions to be held out-of-doors on the 
spacious grounds of the Villa Scholastica. Following the 
roasting of the wieners, the nurses told stories and sang 
a number of the old favorites. Upon the suggestion of 
the president, cheers were given for the intermediate class 
and president, also for the refreshment committee which 
had prepared the lunch. Lastly the members of the class 
returned the compliment and led the cheer for the presi- 
dent of the senior class. 

The evening’s activities came to a close with the sing- 
ing of “Home Sweet Home,” after which the guests pro- 
ceeded to their rooms, tired but wonderfully invigorated 
through the few hours’ recreation in the parlor. The 
nurses are now fully convineed that these “at home” 
affairs are wonderfully successful in eradicating the germs 
of discontent, homesickness, fatigue,+and the blues which 
at times beset the paths of the nurses and injure their 
morale. 

The chief requisites for a suecessful “at home” are 
a cheerful parlor with a fireplace, a victrola, a piano and 
a radio-receiving set. An aggressive and congenial leader 
will be an added attraction. All these things are supplied 
in the nurses’ home at Duluth, and it is felt that with 
these requirements fulfilled, it is possible to create and to 
maintain a general good feeling in the training school. 
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WHAT OF THE INCOMPETENT? 
Edwin Bach, M.D., Milwaukee Wisconsin 

This timely subject, discussed by Doctor De Courcy 
in the December Hosprrat Progress, has of late received 
considerable attention. 

Doctor De Courcy’s paper is commendable because he 
attempts to solve the problem confronted by most hospitals 
in the country. He speaks of constructive ideals and pro- 
gressive plans. Let this, then, be a bit of constructive 
criticism. 

First of all, what is competency? We are all incom- 
petent more or less in certain lines of work and under cer- 
tain circumstances. A man of reasonable intelligence and 
honesty will have no difficulty in feeling and recognizing 
this when the situation arises, and should meet such condi- 
tions by advising consultation or referring the patient to 
a specialist. 

The incompetent is in reality one who, either through 
gross ignorance or for the possibility of financial gain, 
deliberately oversteps the limits of his ability. Incompe- 
tency, therefore, can not be tolerated. To be incompetent 
is to be either grossly ignorant or unethical. 

The plan adopted by the Seton Hospital is ideal for 
training the young and inexperienced; too ideal, in fact, 
to be practical for the great majority of hospitals. And 
while it may serve to train the young and inexperienced, 
it will not solve the problem of the incompetent. 

The organization presumes that each service is 
directed by a specialist in the strict sense of the word. If 
not, is it necessary to notify the senior in medicine when 
one of the senior surgeons brings in a serious case of acute 
pulmonary or cardiac disease? There are relatively few 
specialists who adhere strictly to their specialties (except 
eye, ear, nose and throat men), even in the large cities. 

Not only will the senior men have to give a large part 
of their time, responsibility, and possibly fruitless labor to 
the incompetent, but also they will injure their own prac- 
tice considerably. The incompetent will not advise con- 
sultation if he knows he has access to the same service 
without charge to his patient and without the suggestion 
of belittling himself. The specialist will cut down consid- 
erably his referred work. For what practitioner will not 
do his own tonsilectomies, hernias, or perineal repairs, if 
he knows he will have a specialist at hand to insure him 
against possible errors of technique and judgment? The 
result will be that the experience of the incompetent will 
possibly be enlarged, but the tendency to incompetency 
stimulated. That is, the inclination for the general man 
te exceed his limits in all directions will be encouraged. 
Professional jealousy of specialist toward general practi- 
tioner will follow. 

There is only one way to deal with the incompetent. 
Tf he is kept within the limits of his ability the corollary 
immediately follows that he will be competent. Keeping a 
man within the limits of his ability will stimulate him 
most strongly to extend these limits. This he may do 
rather throvgh righteous work than through experience 
gained at the expense of the senior’s unrewarded labor or 
the hospital’s reputstion. 

How can incompetence be controlled and the hospital 
at the same time have a large open staff? The following 
plan may be helpful: 

Let there be a senior and a junior staff. The senior 
staff has full privileges of the hospital and operating 
rooms. The junior staff consists of any one in the com- 
munity who can furnish proper credentials as to his edu- 
cation and previous hospital experience. He must, of 


course, be of good moral character. The junior has full 
hospital privileges under the supervision of a senior. 

If a junior wishes to admit a case, a senior (depend- 
ing upon the department) must be notified before or after 
admission. If the case is surg.cal the junior must arrange 
to have a senior present at the operation, the senior to ask 
questions and to observe. If the case is an emergency and 
there is probability of causing inconvenience to the senior, 
he must be called as a consultant. 

By this method incompetency can immediately be de- 
tected, and if necessary the junior’s operating privileges be 
withheld. 

How, then, may the young or inexperienced enhance 
his ability? Let him associate himself with one of the 
seniors for a number of years, or let him take post gradu- 
ate work. If a junior proves himself to be as competent 
as the seniors, the seniors may elect him to the senior staff 
at the annual election. 

At the monthly staff meetings let activity center 
around the review of cases, and let these be the cases of 
those in whom incompetency is suspected. Let all serious, 
problematical, and fatal cases be discussed and criticized 
so that the seniors themselves will guard their competency. 

INCOMPETENT OR INEXPERIENCED? 
Frank D. Jennings, M.D., St. Catherine’s Hospital, 
Brooklyn, N. Y. 

Relative to the article, “What of the Incompetent?” 
in the December Hosprrat Procress, the Staff of the 
Seton Hospital is to be commended for the admirable plan, 
as set forth by Doctor De Courcy, by which the younger 
members of the staff are guided during their hospital in- 
fancy. The breadth of view and tolerance for one’s pro- 
fessional brother are unusual and refreshing. One can- 
not help wondering if Cincinnati is not included within 
Utopia. 

The caption of this article alludes to the “incompe- 
tent” when apparently what is intended is “inexperienced.” 
It is doubtful that an incompetent can be made competent 
by such a plan as this, while an inexperienced man can 
unquestionably be helped. 

Not knowing the size of the hospital or the activity 
of its services, one may only hazard a guess as to the de- 
mands on time that the plan imposes on the seniors. If 
the volume of work is at all large the seniors must be 
making great sacrifices of time, as well as of energy, which 
leads one to question the permanency of the procedure. 
Time and oft repeated trips to the hospital may dull en- 
thusiasm. 

There is no reference in the article to the medical, 
obstetrical, or pediatric patients, any of whom may pre- 
sent difficulties of diagnosis or treatment just as vital as 
those among the surgical group. Is one to infer that a 
child with broncho-pneumonia, a woman with placenta 
praevia, or a man with typhoid fever is to be surrounded 
with the same defensive precaution as the individual with 
acute appendicitis? If so, how far does the supervision 
go? How is the supervision in these patients, if it exists, 
practically conducted without demeaning the doctor? 

It is not hard to imagine that a meddlesome senior 
could be a troublesome one. The writer has known in- 
dividuals of that type, not entirely confirmed to his home 
precincts either, and he shudders at what they might. do. 

The staff review, in the writer’s judgment, can never 
be supplanted as a means of dealing with staff members in 
their relation to patients. 

However, the Seton Hospital plan is well conceived 
and very alluring. The staff is to be congratulated on the 
super-development of fraternal spirit. 
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DOCTORS AT MISERICORDIA HOSPITAL HOLD 
CLINICAL CONFERENCES 

Clinical conferences are held monthly at the Miseri- 
cordia Hospital, New York City, beginning in October 
and ending in June. At these conferences the entire 
staff, both regular and courtesy, is requested to be pres- 
ent, and there is always a large attendance. 

This year there has been some deviation in the man- 
ner of conducting the meetings as compared with last 
year, when only the mortality records of the hospital were 
considered. 

The meeting is called promptly at 8:30 P. M., and the 
first fifteen minutes are occupied with a resume of all the 
work from the different departments during the preceding 
month. That is to say, from the surgical and gynecologi- 
cal divisions the number of operations performed during 
the preceding month are grouped in their respective 
classes, and each group is followed through with consid- 
eration of complications, if any, and end results. Nota- 
tion is also made of deaths, causes, and post mortem find- 
ings, if any. The same method is followed in reading the 
reports of the medical, orthopedic, pediatrics, and special 
departments. From the obstetrical division the number 
of normal confinements are given and classified, as well as 
the number of abnormals. This report also contains the 
number and varieties of obstetrical operations, and a 
record of the still-births, maternal deaths, and deaths of 
babies, if any, with causes. 

Tt has been found that only by the reading of reports 
of this nature do all the men connected with the institu- 
tion obtain reliable information with end results, concern- 
ing the work which has been accomplished throughout the 
hospital. 

Programs by Departments 

The major part of the meeting is devoted to one of the 
divisions of the hospital. If it be the surgical department, 
it is called the surgical night. If it is the obstetrical de- 
partment, it is called the obstetrical night, and so on. 
Whatever division is selected, the men bring to the 
attention of the entire staff interesting cases from either 
the private or free service of the hospital, in the form of 
a short synopsis with presentation of specimens or actual 
presentment of patients. It is here that the mortality of 
this department is discussed, the record committee having 
previously selected one or two such cases. A synopsis of 
the case is first read, followed by a general discussion in 
which each one is allotted two minutes for debate. 

The meeting on September 30th was devoted to the 
orthopedic department. Dr. Francis E. Butler presented 
six interesting cases from his division, giving the de- 
formities, with short histories, and details of the opera- 
tions, and presenting the patients to show end results. 
X-ray pictures were also shown in conjunction with these 
cases. 

Dr. Jacob Heckmann of the courtesy staff presented 
some interesting work on fractured patella, describing the 
operation, exhibiting x-rays, and presenting the patient. 

The last fifteen or twenty minutes of the meeting are 
devoted to the reading of communications from the board 
of trustees and any other important reports concerning 
the welfare of the hospital. 

As a rule the mother superior adds a few remarks be- 
fore adjournment. 

HOSPITAL STAFF ORGANIZES GOITER CLINIC 

The medical board of the Troy Hospital, Troy, New 
York, is establishing a special goiter clinic equipped to 
classify, diagnose, and properly treat, all types of goiter. 

Doctors are invited to send their patients to the clinic, 
and to accompany them when it is possible. On request 
the clinic will send to the doctor referring a patient, a 
written report of the findings. 

The first visit of a goiter patient may be made any 
day from 7 A. M. to 9 P. M., Sundays included, and there- 
after at a fixed hour suited to the convenience of the 
patient. 
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This is an effort to fill the long felt need for examina- 
tion of goiter patients, and medical advice, gratis. 

New York has only two other clinics of this kind, one 
in New York City and one in Buffalo. The Troy Hospital 
staff in opening a new clinic hopes to help minimize, by 
prompt medical attention, the large number of people 
afflicted with goiter and its associate symptoms tending to 
undermine health. 

Extend Courtesy to Spectators. On November 14th 
St. Joseph’s Hospital of San Francisco held its monthly 
meeting. The value of hospital and private case records 
was discussed by Drs. William Quinn, Philip King Brown, 
J. M. Stowell, and Roy Parkinson. Dr. Milton Alanson 
demonstrated “A New Vaporizer with Marked Advan- 
tages,” an acquisition to the hospital, 

In answer to the California State Medical Associa- 
tion, it was voted to extend to physicians from outside 
the city who are interested in post-graduate study, the 
general courtesy of witnessing operations. 

On November 7th the executive board of the staff gave 
a welcome home luncheon to Dr. Ethan Smith, who had 
been away for six months. 

The staff program for December 12th included “Hos- 
pital Notes of a Trip to the North-east,” Dr. Ethan Smith; 
and “Progress of the Laboratories and X-ray Department,” 
Dr. W. T. Cummings and Dr. Lloyd Crow. 

Gift te Charity. William Buchanan of Texarkana, 
Tex., has given the state a gift of $1,000,000 to be used 
for alleviating suffering and distress in charitable and 
benevolent institutions. 

_ Courses in Local Anaesthesia. Dr. Robert E. Farr, 
Minneapolis, has arranged a series of short courses of in- 
tensive character, for small groups, on the local anaesthe- 
sia method. 

The plan is to give two courses a month with classes 
beginning on each first and third Monday. The first 
course will open Monday, January 7th, at 9 A. M., at St. 
Mary’s Hospital. 

The courses will consist of clinical demonstrations of 
the various methods of employing local anaesthesia at St 
Mary’s Hospital. Didactic courses will cover the drugs 
used, their preparation, etc., and the anatomy of the sen- 
sory nervous system. In laboratory courses on the 
cadaver, in addition to seeing demonstrations the men will 
practice the introduction of the needles and segmental dis- 
section. 

In offering these courses Doctor Farr hopes to interest 
a larger number of surgeons in the use of local 
anaesthesia. 

Doctor Rice in New Office. Dr. Frederick Walter 
Rice, New York City, has announced the removal of his 
office from 158 West 58th street, to 59 East 54th street. 


SISTER IMELDA CELEBRATES GOLDEN JUBILEE 


Thanksgiving Day, the golden jubilee of Sister M. 
Imelda, St. Catherine’s Hospital, Brooklyn, was made the 
occasion of expressed appreciation and regard for her un- 
assuming benevolence, her zeal and energy in the service 
of God and men. 

A solemn high mass of thanksgiving was celebrated 
at 10 o’clock, with Right Rev. Monseigneur George 
Kaupert, V.G., LL.D., as celebrant. The Rev. Benedict 
Dawkins, O.P., gave the sermon. 

Leonard’s mass was sung by the choir of Dominican 
Sisters, Mother Flora at the organ, accompanied by eight 
Sister violinists. The “Ave Maria” was sung by Sister M. 
Borgia, superioress and organist of Fourteen Holy 
Martyrs, and the “O Salutaris,” by Sister M. Flora, Rock- 
ville Center, L. I. 

After the benediction the friends of Sister Imelda, in- 
cluding her only brother and other relatives, were guests 
of the day. 

Sister Imelda is chief anaesthetist at St. Catherine’s, 
where she has given more than 6,000 anaesthetics at major 
and minor operations, and where she is still active in this 
service. Sister Imelda has previously been general burser 
for the community at the mother house, and superioress at 
Mary Immaculate Hospital, Jamaica, L. I. 

She is esteemed as a beloved, devoted religious. 


Chaplain Dies. The death of Reverend Father 
Bernard Gerlizki, of Catawaba, Wisconsin, occurred 
recently as the result of apoplexy. Father Gerlizki had 
served as chaplain of St. Mary’s Hospital, Rhinelander, 
Wisconsin, for one year. 
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Associations for Graduate Nurses 


May Kennedy, B.S., R.N., Superintendent, Illinois State School of Psychiatric Nursing, Chicago 


By his very nature man is a social being. He can 
neither live nor attain the ends of human life outside of 
organized society. Consequently some sort of social 
organization is as old as the human race. The most 
savage tribes of which history has a record were not with- 
out a rude form of organized government. 

The need of organization, rooted in human nature 
itself, is greatly increased and intensified with the advance 
of civilization. Under the complex conditions of modern 
society, no enthusiasm however glowing, no energy how- 
ever tireless, no conception however lofty and inspiring 
can produce lasting and far-reaching effects unless they 
are embodied in some powerful and well ordered organiza- 
tion. This thought is beautifully and eloquently ex- 
pressed by the great Spanish philosopher James Balmes 
in his European Civilization: 

“Therefore, all ideas that are to have a lasting influ- 
ence on society, necessarily tend to create an organization 
to represent them, in which they may be personified; not 
satisfied with addressing themselves to the mind, and with 
descending to practice by indirect means, ideas seek to 
give form to matter and present themselves to the eyes of 
humanity in a palpable manner.” 

The early pioneers of the nursing profession were im- 
bued with this idea, and as a result they began on a small 
scale to organize themselves for a specific purpose. They 
possessed vision which looked far into the future and which 


enabled them to see the great benefit which would come to 
society at large and to the nursing profession if they were 
organized. They saw how the nurse might become a 
powerful and beneficient agent for the service of human- 
ity, if her ideals were embodied in a great system which 
had the power and strength to give them adequate and 
effective social expression. 

I know not how I can better fulfil the task assigned to 
me than by sketching briefly the history of nursing organ- 
izations. The origin and development of our national 
association presents a very interesting story which may 
well fill the hearts of nurses with feelings of pride and 
happiness. 

The first organizations for nurses were the alumnae 
associations, which consisted respectively of the graduates 
of one school. The aim of these early associations was 
very simple but it was the seed from which has sprung the 
large and powerful nursing organizations of today. The 
alumnae are the unit of the larger organized group. 

Nurses belonging to these organizations soon found 
that contact with each other meant inspiration; that 
opportunity was given to study old problems and that a 
union of women with the same thoughts and ideals gave 
power to the nursing profession. It was soon apparent 
that individual organizations were not enough; a larger 
and stronger body was necessary if the nursing profession 
was to advance and was to be prepared to meet the ever 
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increasing demands which society was making upon it. 
A closer union between different schools was necessary. 
Consequently a small group of women who responded to 
the call for representation at the Hospital and Medical 
Congress, which convened during the World’s Fair in 
1893, discussed nursing problems with this end in view. 

Isabel Hampton, one of the pioneers in the education 
of nurses, one who has done so much to raise the nursing 
profession to the high status it occupies today, was chosen 
chairman of the nursing section of this international 
gathering. Eighteen superintendents of training schools 
were present. It was demonstrated by discussions that all 
these superintendents were beginning to realize the need 
f an organized body. The suggestion of forming a 
society was cordially received, and action toward that end 
was begun. As a. result an organization for the superin- 
tendents of training schools was formed. The beginning 
was made and this small group adjourned to meet the fol- 
lowing year to perfect the plans outlined at this meeting. 
At the meeting in 1894 the organization was launched and 
began its work as a great educational factor. At this 
time the association was called the American Society of 
Superintendents of Training Schools. As nursing devel- 
oped and the duties of the nurse began to multiply and 
her field of activity to enlarge, it soon was seen that the 
activities of the society must be broader than at first out- 
lined, and that other groups of nurses could benefit by be- 
longing to such an organization. Consequently the 
eligibility for membership was extended to include all 
those nurses who were engaged in teaching; namely, in- 
structors in hospitals and the public health fields, and 
supervising and head nurses. This change in policy was 
made at the annual convention held in Chicago in 1910. 
When the membership changed to include other nurses 
than the superintendents of training schools it became 
necessary to change the name of the organization. Be- 
cause of its educational activities, the society was named 
the National League of Nursing Education. During 
these thirty years this organization has pushed steadily 
forward and has accomplished with wonderful success the 
high aims and purposes for which it was created. These 
high ideals are embodied in the preamble of the -constitu- 
tion and by-laws: 

The object of this association shall be to consider all 
questions relating to nursing education; to define and 
maintain in schools of nursing throughout the country 
minimum standards for admission and graduation; to 
assist in all measures for public good by cooperating with 
other bodies, educational, philanthropic and social; to 
promote by meetings, papers, and discussions, cordial pro- 
fessional relations and fellowship and in all ways to 
develop and maintain the highest ideals in the nursing 
profession. 

It is very plain that education is the slogan of the 
League of Nursing Education. The early founders felt 
the great need of special training for such positions as 
superintendents of schools of nursing, and instructors. 
Every effort was made to establish a course of study for 
this purpose in connection with an educational institution. 
Teachers’ College of Columbia University heeded the 
appeal, and in 1898 a course in Hospital Economies was 
offered. This was the beginning of the Nursing and 
Health Department of that university. 

The activities of the league have been many. The 
educational work accomplished is described in the annual 
report which is available to all members of the association. 
The league is also the editor of the Standard Curriculum 
for Schools of Nursing, which thas done more than any 
other factor to standardize schools of nursing and thereby 
enhance the educational aspect of such schools. The 
latest advancement has manifested itself in the establish- 
ment of a national headquarters in New York City with a 
permanent secretary whose function it is to promote and 
enlarge the usefulness of the league. The membership 
has grown from eighteen to more than eight hundred, and 
more than sixteen hundred schools of nursing are feeling 
its influence. 
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A NURSE'S PRAYER TO ST. JOSEPH. 


St. Joseph, hear thy humble servant’s prayer, 
Teach her about the Holy Infant fair. 


Justice and prudence, love and charity 

Obtain for her, and, likewise, if it be 

Some other favor thou canst still bestow, 
Enrich her mind with holy thoughts, and pure. 
Preserve in her the treasures that endure, 
Howbeit she may fill her mission blessed, 
Succoring souls in misery, till, confessed, 


Hope springs anew within the troubled hearts. 
O glorious Saint, to whom He still imparts 
Such boundless graces for us here below, 
Pray hearken to this fervent quest. We know 
It can not fail to win from thee desires 
To plead for her whose loving heart inspires 
All tender sentiments, with strength combined, 
Longing to serve her God with soul and mind. 
—Mabel Adams Ayer, Student Nurse, 
St. Joseph’s Hospital, 
San Francisco, California. 











Every nurse of the present time is an inheritor of the 
many benefits which are the results of the generous efforts 
and sacrifices of the early founders of this organization. 
They lighted the torch of nursing education. Are we 
going to keep it burning or are we going to be satisfied 
with this inheritance, spend it, and ignore our duty to the 
future generations of nurses? The beginning has been 
made; we must supply the oil to keep the light burning 
for our successors. It is a duty and an honor to follow in 
the footsteps of those noble women. Therefore every 
nurse who is eligible for membership in this first and 
oldest national organization should enroll. Closely asso- 
ciated with it, and with identical function, is the State 
League of Nursing Education. This organization meets 
monthly and has a Superintendents’, an Instructors’, and 
a Supervising and Head Nurses’ Section, which hold 
special meetings for the discussions of problems peculiar 
to their particular type of work. 

For some time a need was felt for an organization 
which would serve all nurses regardless of the type of 
nursing in which they were engaged. In 1896 at the 
third annual meeting of the American Society of Super- 
intendents, a small group from a number of Alumnae 
Societies joined together to form a larger society which 
was called the Nurses’ Associated Alumnae of the United 
States. The organization functioned under that name 
until 1910 when it was changed to the American Nurses’ 
Association. The purposes of this organization as stated 
in the article of incorporation and by-laws are as follows: 

“The purposes of this corporation are and shall be to 
promote the professional and educational advancement of 
nurses in every proper way; to establish and maintain a 
code of ethics among such nurses as may become ill, dis- 
abled, or destitute; to disseminate information on the 
subject of nursing by publicat‘on in official periodical or 
otherwise; to bring into communication with each other 
the various nurses and associations and federations of 
nurses throughout the United States of America.” 

These ideals are promulgated by means of a conven- 
tion at which nurses from all over the United States meet 
to discuss problems affecting the nursing profession. This 
is the largest organization, with which all others are affili- 
ated. It is composed entirely of nurses. It is to the 
nursing profession what the American Medical Associa- 
tion is to the medical profession. At the present time it 
counts a membership of more than 42,000 nurses, and is 
affiliated with the International Council of Nurses, the 
General Federation of Women’s Clubs, the American 
Child Health Association, and the National Tuberculosis 
Association. 

Very often nurses ask how they may become members 
of the National Association. I will answer this question 
by quoting a few paragraphs from the American Journal 
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of Nursing for April, 1921: “Through the state associa- 
tion of one’s actual residence.” Th.s state membership 
may be accomplished in one of two ways. When a nurse 
graduates she quite naturally joins her alumnae associa- 
tion. If her school is one of acceptable standards, and if 
she continues to live in the same city, that act alone makes 
her a member of the district association (where there are 
districts) of the state association, and of the American 
Nurses’ Association. 

If a nurse moves away from her own district the 
problem is still simple, though different. In this case, 
although she may retain membership in her own alumnae 
association, as a non-resident she drops out of the district, 
state, and national membership in that old locality. 

She must now make herself a part of the community 


of her actual residence, in order to retain membership in 


the American Nurses’ Association. If this state is 
divided into districts she would join the district associa- 
tion as an individual member. 

The American Nurses’ Association, conjointly with 
the National League of Nursing Education, operates the 
Isabel Hampton Robb Memorial Fund which provides fel- 
lowships and scholarships for graduate nurses desiring 
opportunity for further training, study, and research; the 
McIsaae Loan Fund which loans money for educational 
purposes; the nurses’ Relief Fund, which is for the pur- 
pose of helping nurses who are sick and in need of finan- 
cial assistance. This fund is maintained by small contri- 
butions from individual nurses and by more liberal 
amounts from nursing organizations. It has reached the 
sum of about $78,000 and is at the command of nurses of 
the association who are in need of assistance. Complete 
information regarding this fund is given in the folder en- 
titied “Our Nurses’ Relief Fund.” A monthly report of 
the condition of the fund will be found in the American 
Journal of Nursing. This report shows the contributions 
sent in, the disbursements, the number of persons receiv- 
ing aid, and the balance. 

The year 1910 seems to have been an organization 
year in the nursing profession. Advancements in the pro- 
fession enlarged the outlook and the ever increasing de- 
mands made it necessary to make radical changes. This 
was demonstrated by the change in the name of the first 
national organization due to the increase in its activities 
and scope, and the birth of a new one. 

A third national organization came into existence to 
care for the special needs of that large group of nurses 
engaged in the public health field, and is called the 
National Organization for Public Health Nursing. It is 
affliated wth the American Nurses’ Association. Article 
two of the constitution and by-laws outlines the object and 
policy of this association for nurses. 

“The object of this organization shall be: 

“1. To stimulate responsibility for the health of the 
community by furthering the establishment and extension 
of public health nursing and the education of nurses in 
public health. 

“2. To develop standards and technique in public 
health nursing. 

“3. To facilitate efficient cooperation between nurses 
and health officials, physicians, board of trustees, other 
agencies, and persons interested in public health nursing. 

“4. To establish and maintain a central bureau for 
information, reference, and assistance in matters pertain- 
ing to public health nursing. 

“5. To publish periodicals and to issue bulletins 
from time to time to aid in the accomplishment of the 
general purpose of this organization.” 

This association has two classes of membership, in- 
dividual and corporate. It differs from the other associa- 
tions in that its membershin includes people and societies 
other than nurses and nursing organizations. Any indi- 
vidual or body of individuals interested in public health 
nursing may become members if. they can furnish the 
proper credentials. All nurses meeting the required 
qualifications, who are engaged in public health work or 
are merely interested in its promotion and advancement, 
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are eligible for membership. The present membership is 
about 8,000. 

‘These three national associations have always been 
very closely associated; the members of the board of 
trustees of each meet jointly once a year or oftener as it 
may seem advisable. Their general meetings are held at 
the same place and the same time; each organization has 
its own special program, with certain periods set aside for 
a general meeting of the three. The American Nurses’ 
Association and the National Organization for Public 
Health Nursing hold their meetings biennially. The 
National League of Nursing Education continues to meet 
annually. One meeting, as indicated, is held in connec- 
tion with the other organizations, and another in the 
intervening year. 

I have in a very brief manner tried to outline the 
object of these three national organizations for nurses. 
Many facts have been brought out which demonstrate that 
they are powerful forces if they are properly managed. 
This management depends entirely upon the type of 
women who are chosen for leadership and also upon the 
type of women composing the rank and file who make up 
the membership. It necessarily follows that in order to 
accomplish the aims of the founders, and to promote and 
elevate the interests of the nursing profession, these 
organizations must have a majority of nurses with high 
ideals. They must be women of education, high moral 
standards, and courage to stand for the best and highest 
type of professional training and service. 

The membership in these organizations seems large, 
but relatively speaking it is not. Hundreds of nurses 
would be great forces for good in these societies if they 
would only take an active part in formulating their 
policies and directing their aims. 

Has the nurse any responsibility towards these organ- 
izations? One must answer in the affirmative. Our in- 
heritance is very great. In order to appreciate what is 
ours we will enumerate a few of the benefits which belong 
to us today; benefits which were unknown to nurses fifteen 
to twenty years ago: 

1. Legislation for nurses, which has given the pro- 
fession a status in the professional world, and recognition 
to the trained woman, eliminating the untrained and unfit. 

2. A better education for nurses, with a standard 
curriculum, which aims to standardize nursing education. 

3. Colleges have been appealed to, as assistants in 
the education of women who are seeking a nursing educa- 
tion. Tireless effort and many sacrifices have been made 
to convince the laity that the education of the nurse be- 
longs on the same high plane as the education of doctors 
and the members of other professions. All this strenuous 
and arduous labor has not been in vain because many col- 
leges have opened their doors and are welcoming nurses 
into their courses. 

4. Shorter hours in schools of nursing were first ad- 
vocated by these organizations, and because of the pres- 
sure and constant attention many schools have adopted 
the suggestion. 

5. Poor schools, which have existed merely for the 
exploitation of the nurse, have been forced to abandon 
their policy and either give up or rise to the standards ad- 
vocated by nurses with high standards. This is all due to 
the fact that these women were organized and had back of 
them the power to voice their ideals, and in some cases 
force their acceptance. 

6. A very important factor which many nurses 
apparently fail to see, is the power their organizations 
have in promoting great interest of general concern. As 
an organization they have the right to vote and say what 
shall or shall not be done in their country, state, district, 
or hospital. This opportunity alone is of inestimable 
value to groups of nurses. Often issues, not nursing 
problems especially, but which directly and vitally affect 
the nurse, come up. Is it not wise and expedient to have 
an organization which can stand for the principles making 
for the advancement of the profession, and for the bene- 
fits of humanity? 














How can the individual nurse take part in these great 
issues ¢ 

1. By becoming a member, first of all, of her 
alumnae association. This automatically makes her a 
member of the district, state, and national associations. 

2. By becoming a member of the State League of 
Nursing Education, if she is interested in doing educa- 
tional work. Since this does not include membership in 
the National League of Nursing Education, she should 
become affiliated also with that organization, because of 
the great work it is promoting, and of the personal bene- 
fits derived from association with the members composing 
it. If the nurse is doing public health work, then her 
affiliation should be with that organization, in order that 
she may get inspiration and that personal assistance which 
comes only through contact with others doing the same 
kind of work. 

3. After becoming a member of an organization it 
is the privilege and duty of the nurse to attend the meet- 
ings, to take an active part in everything that concerns the 
association, to see that the highest ideals are lived up to, 
and that women of integrity, understanding, and educa- 
tion are chosen as leaders. 

The alumnae and state associations have as their ob- 
jects, about the same aims and ideals as we have enumer- 
ated. In addition they have a special purpose which fits 
the particular locality or group. They give the individual 
greater opportunity for self-development and expression. 
They meet the situation and take care of the problems 
which are near at hand and are having an influence on 
the individual nurse. Legislative problems at the present 
time should be of great concern to nurses, because they 
have to do with many of the conditions and situations 
which vitally affect their profession. It is through her 
state and district organizations that the nurse can voice 
her opinion and get action. 

In her alumnae affiliation she can keep in contact 
with her Alma Mater. She can help in raising the stand- 
ards of her school. From association and contact with 
her own nurses she can receive aid, inspiration, and 
knowledge that can be had in no other way. 

It is now thirty years since that little group of 
women first conceived the idea of organized effort; since 
they saw the need of association; since they saw that if 
nurses were to accomplish great things, if they were to be 
potent factors in the social and hygienic problems of the 
world, they must organize, because it is only by united 
action that movements are pushed forward and good is 
accomplished. In no other way can the ideals, hopes, and 
aspirations of a profession become a reality. 

Catholic Sisters and Catholic nurses are a great and 
influential part of the nursing profession in the United 
States. It seems reasonably certain that fully 50 per cent 
of the nursing service of the country is rendered by Cath- 
olic hospitals and nurses under the auspices of the Sisters. 

Certainly there is no group of nurses in the United 
States more generously devoted to the care of the sick and 
unfortunate; no group which has faced more courageously 
and successfully the difficult problems of hospital manage- 
ment; no group which has had such long and glorious 
traditions from which to draw enthusiasm and inspiration, 
as the Sisterhood of the Catholic church. I speak under 
correction but it has long seemed to me that the Sisters 
should take more active part than they do in shaping the 
policies and directing the activities of state and national 
organizations of nurses. 

I would like to see them strongly represented in every 
nursing organization in the country. I feel certain that 
the best and most enlightened nurses everywhere would 
welcome the rich experience, the mature counsel, the 
splendid and inspiring ideals which the Sisters especially 
could bring to them. These organizations are exercising 
a decisive influence upon the whole trend of the nursing 
profession. Why not use every means at our disposal to 
make them powerful and effective agencies in raising the 
nursing profession to even higher planes of beautiful, 
noble, and efficient service? 
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NURSES FROM EVERY STATE ATTEND HOME- 
COMING 
As an expression of loyalty and school spirit the silver 
jubilee and homecoming of St. Vincent’s Hospital Train- 
ing School, Toledo, Ohio, held November 6th, probably 
surpassed anything of its kind held there in recent years. 

Every state in the Union was represented in response 
to invitations issued by Sister Superior and Sister Perron 
of the local hospital. White haired women, who twenty- 
five years ago left their Alma Mater to follow their profes- 
sion, mingled with graduates who only five months ago 
assumed the title of graduate nurse. Through the after- 
noon groups of graduates met and exchanged experiences 
and a short program was given for their entertainment. 

The Right Reverend Samuel A. Stritch, bishop of 
Toledo, honored the occasion with a brief visit, giving to 
the assembled nurses his blessing and welcoming them 
heartily. He visited the banquet hall and informally ex- 
pressed to the Sisters the hope that the institution of 
homecoming might be in future an established custom. 

The banquet hall was decorated in the school colors, 
blue and gold, with interminglings of silver forming the 
number 25. The tables also carried the school colors, 
favors being in the form of a miniature swan to which 
were attached small cards bearing, “Sailing Home, 1923.” 
The graduates were honored by the service of their “baby 
sisters”—nurses in training. 

Mrs. Mary Carnahan of the class of 1898, jubilee 
year, who with Miss Frances C. Jacobs and Miss 
Catherine Butler are in active service, gave a short ad- 
dress expressing the final realization of the ideals of the 
earlier graduates in the construction of a spacious nurses’ 
home for students and graduates. 

Miss Olive Williams, president of the alumnae, 
thanked Sister Perron for her seventeen years of tireless 
and undiminished effort in the training school. 

There were 179 graduates seated at the dinner and 
at its conclusion they joined in singing the “Alma Mater” 
composed by one of the graduates, Mrs. Grace Niles. Fol- 
lowing this, the Sisters and Nurses went to St. Anthony’s 
Orphanage for the evening entertainment. 


NEW CATHOLIC NURSES’ GUILD 


A Catholic Nurses’ Guild was established in Minne- 
sota November 11th, when seventy Catholic and non- 
Catholic nurses from the Twin Cities and other parts of 
the state met at St. Mary’s Hospital, Minneapolis, for the 
purpose of forming an organization that would satisfy the 
present needs of the profession. Chief among these is 
the necessity for a home where nurses away from their 
own cities may live in comfort with due attention to higher 
religious and intellectual development and to the benefits 
accruing from social unity. Plans for such a home were 
discussed and unanimous approval was expressed in the 
ultimate securing of a building with comfortable living 
quarters, a domestic department, lecture rooms, and 
library. 

The Very Reverend Thomas E. Cullen, present at the 
session, emphasized the great possibilities for good in an 
organization of this kind and exhorted the members to do 
everything in their power to combat the difficulties in their 
profession. Particularly he urged them to oppose in a 
body, birth-control, the great danger to present day social 
life. He asserted that it is within the province of the 
nurse to become a powerful influence in moral as well as 
physical health. “Your generous, self-forgetfulness and 
example of devotion to spiritual truths,” he said, “may in 
the healing of the hurt body, heal the hurt soul.” 


Miss Mary Muckley, St. Mary’s Hospital, Minneapolis, 
was elected temporary president of the new guild. Other 
officers are first vice-president, Miss Katherine Dougherty, 
General Hospital, Minneapolis; second vice-president, Miss 
Lena Ginthner, St. Joseph’s Hospital, St. Paul; recording 
secretary, Miss Margaret Lynskey, St. Mary’s Hospital, 
Minneapolis; corresponding secretary, Miss Mary Kelly, 
St. John’s Hospital, Fargo, North Dakota; treasurer, Miss 
Mary McDonald, Roosevelt Hospital, New York City. 


The guild will be glad to receive as associate members, 
non-Catholic nurses and others interested in affiliation. 














Water is described as soft or hard. It is soft when 
lime or limey substances are not held in suspension. It 
is hard when such substances are present. Hard water 
does not lather well because a curd forms on top. Hence 
the cleansing and solvent properties of hard water are less 
than those of soft water. 

Hard water is described as being of temporary or per- 
manent hardness, and tests will show just how hard water 
really is. For example, if there are 25 grains of calcium 
salts to the gallon we speak of it as having 25 degrees of 
hardness. If there are two and a half grains to the gallon 
we say it has two and a half degrees of hardness. 

Water is temporarily hard when it can easily be soft- 
ened. It depends upon the nature of the mineral present 
whether this can be removed or precipitated readily, or 
whether it is of such a character as to be held in perman- 
ent solution. 

Where hardness is due to calcium and magnesium 
bicarbonates by the action of carbon dioxide in the water, 
there is a condition of temporary hardness which can be 
removed by exposing the water to the air, by boiling, or 
by a chemical process. 

When water containing carbon dioxide flows over 
limestone rocks, the gas held in the water acts upon the 
rocks and forms a soluble bicarbonate. That is, the lime 
is changed so as to be held in solution, and will remain in 
the solution until the carbon dioxide is driven off. Then 
the reverse condition obtains, and the soluble substance 
becomes insoluble again and is precipitated. Boiling 
drives off this gas and often leaves lime inside the tea- 
kettle or container. 

Exposure to air allows the gas to pass off gradually. 
If tanks or barrels of water are softened in this manner 
it must be decanted or drawn off carefully so as not to dis- 
turb the settlings or precipitate. 

When water is hard because of the presence of cal- 
cium bicarbonate it may be softened by the addition of 
calcium hydrate or lime water, causing a precipitate which 
may be removed by filters. It is necessary to know the 
exact amount of the calcium hydrate to use for the par- 
ticular water in hand, or the degree of hardness may be 
increased rather than decreased. Thus the degree of 
hardness must be determined through accurate tests. 

Water which is described as being permanently hard 
ean be softened by boiling or exposing it to air, and chem- 
ieals of a different nature must be used. What is known 
as the soda lime process is usually effective. This calls 
for the thorough blending by boiling, of sodium carbonate 
or washing soda, with lime. The solution is poured into 
a tank of the hard water and a cloudiness immediately 
appears, owing to the fact that the lime is thrown out of 
the solution. It takes time for it to settle; in fact the 
tank should be allowed to settle at least all night. Correct 
proportions must be used, for an excess of the washing 
soda is destructive to colors and to some fabrics, and is 
irritating to the skin. By the use of caustic soda, decom- 
position of the suspended mineral matter takes place and 
softening of the water results. 

To depend wholly upon soap for the softening of hard 
water is unduly expensive. So it is an economy to soften 
the water first in an approved manner which will make it 
both effective and safe. Guess work will not do; one must 
know. If necessary, experiment or have laboratory tests 
made. 

Acetic acid is obtained from chemical sources and on 
a commercial scale, from wood. Its laundry use is to 
neutralize the destructive action of alkaline substances on 
colors. It is also used for decomposing ultra-marine blue. 
When white clothes have received too much bluing, acetic 
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acid decomposes the carbonates. Because it has a sour 
taste, an acetic acid solution is often called sour. 


Oxaliec acid is found in a number of plants and is ob- 
tained from sugar and wood. It is very poisonous and 
should be carefully labeled. Like acetic acid it has a sour 
taste, and turns blue litmus to red. It neutralizes alkalies 
but is injurious to color and fabric. Its use in laundry 
work is to remove old and stubborn iron rust stains, and 
to clean and bleach certain materials such as straw. 


Salt of lemon, or binoxalate of potassium, is a poison- 
ous substance with an acid reaction on litmus. It de- 
stroys color. It is useful in removing fresh iron rust 
marks and certain ink stains, and is not so strong in its 
action as oxalic acid. It is manufactured from sorrel 
leaves and by chemical means. A fair proportion of salt 
of lemon for the purpose indicated, is one and a half 
rounding tablespoonfuls to a gallon of boiling water. 
Oxalic acid is used in the same proportion and manner. 


Removing ink stains from colored materials is not 
always easy, but a fair measure of success may be had if 
the dyes are fast, or with the darker shades of dyes. Take 
one teaspoonful of salt of lemon to a scant half pint of 
boiling water. Dissolve in a white bowl and have at hand 
a second bowl of cold water. Take each individual ink 
stain and separating it from the rest of the fabric by a 
twist, dip the stained portion into the binoxalate solution. 
Hold it there for about aminute, then dip into the cold 
water, rinsing about freely. Watch very carefully and 
repeat the process, leaving the stain in the solution a 
shorter time as the process is repeated. Potassium 
quadroxalate is used for the same purpose. 


Common salt or sodium chloride has its laundry uses 
also. Salt is obtained from sea water and from rock salt, 
and is soluble in both cold and hot water. However, it 
renders soap insoluble in water. 


Soap and hot water have a tendency to soften colors 
and to make them run. Salt cannot be used in the wash 
water, as it renders the soap inert and prevents the cleans- 
ing, but it can be put into the rinsing water to set the 
color it acts as a sort of mordant. Salt has a distinct 
cleansing and disinfecting property, and may be used in 
rinsing water, in the proportion of a handful to a gallon, 
to keep the colors bright. 


Chlorine is a valuable laundry aid but must be 
handled intelligently, otherwise it is destructive to fabric 
and color. It is obtained from salt and from hydrochloric 
acid. Chlorine gas is of a yellow-greenish color. It has 
a characteristic odor and is very soluble in water. The 
solution is less destructive than the gas and should be 
well diluted. It is much more soluble in cold than in hot 
water, and acts more readily on wet than on dry fabrics. 
It has disinfectant properties. Chlorinated lime is a 
familiar bleaching powder which depends upon its chlorine 
for results. 


When chloride of lime is used for either bleaching or 
disinfecting it should be dissolved in water, and if the in- 
soluble lime is removed there is less likelihood of holes 
being burned in the fabric. These holes may not appear 
at once. Sometimes the fabric goes through several 
washes before the weakened spots give way. 


Chlorinated lime should be mixed in the proportion of 
a pound to a gallon, thoroughly stirred, kept covered, 
allowed to settle, strained and put into bottles or jugs 
for use. Unless it is stored in a dark place decomposition 
will set in and the solution of Javelle Water will have 
little value. 
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When ready, use one part solution to six parts of 
water. Dip in, allow to stand a minute, and drop into 
cold water. Or, one part of the bleaching solution may 
be dissolved in ten of water and the articles allowed to 
stand for an hour. 


The regular bleaching liquid is useful for stains of 
mildew, fruit, wine, tea and coffee, and for removing many 
dyes. It can be used for the removal of stains from col- 
ored materials if the colors are fast or dark. The worker 
must act rapidly and watch carefully. 


Silk is of two classes, cultivated and raw. Raw silk 
is really the product of wild silk worms and should never 
be stiffened or starched. Cultivated silk garments some- 
times require a little more body than they have after 
laundering. A small amount of gum water, or a very 
weak starch with a little gum water, is usually successful. 
Experience is necessary. 


Washing soda kept in an open barrel effloresces, leav- 
ing a powdery substance of a changed chemical character. 
This is injurious to certain fabrics and has not the cleans- 
ing power of the carefully stored article. Washing soda 
comes from marine plants, from soda deposits, and from 
common salt. It is soluble in water, having a strong alka- 
line reaction, and it emulsifies grease, but is irritating to 
the skin and destructive to color and fabric when it is too 
strong. 


Ammonia is especially valuable for the washing of 
undyed woolens. A solution of an ounce of stronger 
water of ammonia to two gallons of water, made slightly 
soapy with good soap, works marvels with soiled under- 
wear or greasy woolens. The water should be luke-warm. 
Press the clothing under the water, cover, as the ammonia 
is volatile, and allow to stand an hour. A surprising 
amount of misplaced matter will be drawn out by the 
liquid without any effort or use of power. The regular 
washing will then make the garments soft and sweet-smell- 
ing and clean with little effort. Ammonia is destructive 
to color, especially to shades of pink and blue. 


Turpentine comes from different kinds of pine trees. 
It is useful in the laundry in dissolving varnish, grease, 


and paint. If equal parts of ammonia and turpentine are 
mixed together, » paint stain on colored clothing may 
usually be removed without trouble. A few drops of tur- 


pentine added to cold water starch tends to prevent stick- 
ing. 

Gum water is useful to have on hand for the stiffen- 
ing of some kinds of silks and laces. A powderd gum 
arabic or gum acacia is procured. Take half a pound of 
the powdered gum arabic, cover with cold water, and let 
stand a little while. Pour over this half a gallon of boil- 
ing water. Stir steadily until dissolved. Strain and 
bottle. Lace will take a stronger solution of this than 
silk. The usual proportion is two teaspoonfuls to a pint 
of water for silk; two tablespoonfuls to a pint for lace. 
This quantity may be doubled or multiplied by four or 
more. A very small bowl of liquid, however, will rinse 
and stiffen a lace waist or several silk shirts. 

Paraffin has the property of being a powerful grease 
solvent. This makes it valuable for three purposes in the 
laundry. The first is to cleanse greasy clothes; the second 
is to clean greasy machinery; and the third, to remove 
paint stains. Paraffin oil is the desirable form to use. It 
renders grease soluble in water. It is inflammable, and 
must be handled with care. Garments must be thoroughly 
rinsed and aired after its use, to free from any odor. 


Concerning Disinfectants 


Many infections are carried by clothing, and many 
garments call for prompt disinfection before being 
handled by the workers. 


Infected clothes of any kind, or those which are sus- 
pected of being infected, should never be mixed with 
others; they should be disinfected at once. 


It is important to use a substance strong enough to 
kill the germs and at the same time one which will not 
injure the fabric. The commonest disinfectants are car- 
bolic acid solution, corrosive sublimate solution, boiling 
water, extreme dry heat, sunshine, steam, and formalde- 
hyde. To boil clothes for a few minutes will not disin- 
fect them. They must be boiled for a considerable period 
of time or exposed to the sunshine. Clothes which must 
be disinfected at once are best soaked in a solution of cor- 
rosive sublimate, one part to a thousand parts of water, or 
one or more tablets to the directed amount of water for 
this strength. Formaldehyde is used in the proportion of 
one part to eight hundred of water for disinfecting pur- 
poses. Clothes placed in a cylinder and kept under a high 
steam pressure for a time, should be sterilized. 
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THE MEDICAL MISSION FIELD IN AFRICA 
Rev. Thomas Neuschwanger, B. M. M. 

During the sojourn of our Savior among mankind he 
not only preached his doctrine but he healed the sick and 
had always a compassionate heart for the frail and suffer- 
ing. He also charged his apostles in explicit terms to heal 
the sick and promised those who should believe in him 
that they would have power over disease. Even in pagan 
antiquity, although among some savage tribes the sick and 
feeble were often put to death, more humane practices 
were found among others. 

One of the earliest hospitals on record was founded in 
Ireland, 300 B. C., by Princess Macha. In India the 
Buddhist King Azoka, 252 B .C., established a hospital for 
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eign missions. It is true we read in the mission reports 
that we have from four to five hundred hospitals and 
double the amount of dispensaries, and that looks all well 
and good on paper. But when we ask how many doctors 
and trained nurses have been employed in those hospitals 
—then the veil of illusion is lifted and we must answer, 
“Doctors few or none; trained nurses, a few Sisters.” 
This state of affairs is most deplorable when compared 
with the activities of our Protestant brethren who have 
numerous real hospitals, as they have about 800 doctors 
in the field. What do our socalled hospitals amount to 
when it is a question of real medical or surgical aid? 


Speaking of my own experience in Africa, these so- 
called hospitals consist of a few grass thatched huts or 
some other dilapidated buildings where the sick are cared 
for by some inexperienced Brother or Sister who is un- 
able to diagnose a disease, and I do not hesitate to say in 
some instances administers medicine to the patient which 
‘will help him reach eternity before his time; then they 
palliate their conscience by the consoling thought that the 
departed cannot do any more harm or evil on this side of 
the River. In many instances if you wish to get good 
medical aid you are obliged to send your patient to a 
Protestant hospital. 
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BROTHERS ATTENDING THE SICK. 


men and animals. Also the Egyptians employed a con- 
siderable number of remedies, and physicians held clinics 
in the temples. Similar customs prevailed among the 
Greeks and Romans. Aesculapius had a temple on the 
island in the Tiber (291 B. C.) where now stands the 
Church and Monastery of St. Bartholomew, and to this 
temple the sick resorted and spent the night. Municipal 
physicians were appointed to treat various classes of 
citizens. 

In the early Christian times the cure of the sick was 
from the beginning a sacred duty for each of the faithful, 
but it devolved in a special way upon the bishops, pres- 
byters, and deacons. The bishop’s house above all others 
was open to the traveler, who not only found food and 
shelter there but was provided in case of need with the 
means to continue his journey. In some cases the bishop 
was also a physician so that medical attention was pro- 
vided for those of his guests who needed it. After the 
conversion of Constantine, when persecution ceased, the 
Christians profited by their larger liberty and provided 
hospitals for their sick. So we can see that from the in- 
ception of the Catholic church the care of the sick was 
considered a paramount duty of Christian charity, and 
through all the ages to ‘our own day the Catholic Church 
has fulfilled this duty, as all the numerous hospitals under 
its care in civilized countries testify. 

What About Foreign Missions? 


If the care of the sick has been abundantly provided 
for in our home countries, this cannot be said in our for- 


Some missionary societies have their priests provided 
with a cursory medical course, but what does it amount 
to? I myself had gathered quite a little knowledge about 
sicknesses among the natives by my many years’ experi- 
ence among them but to be on the safe side I carried only 
two kinds of medicine. Yet these natives have great con- 
fidence in us, and although one is only able to assist them 
in common ailments he is looked upon as a great doctor. 


It was always a painfully amusing occasion to me (if 
you will allow me this contradictory term) when I en- 
tered a hut to visit a sick native to whom I was called. 
After hearing the story of his troubles I would approach 
the patient who was stretched out on a grass mat on the 
floor of the hut and begin the examination or diagnosis. 
I would go down on my knees and take hold of his hand, 
and after much manipulating to find the pulse I would 
produce my watch and gaze intently upon it, counting the 
pulsations. All eyes would be fixed upon that mysterious 
time piece in my hand, and silence reign supreme—you 
could have heard a pin drop if these natives had had one. 
I would count the pulsation, and as the socalled doctor, 
know that something between 70 and 90 belonged within 
the radius of health, allowing for age. If I could suspect that 
my patient before me had consumption, I would put my 
ear to his breast and listen carefully, then place three 
fingers of the left hand on the same place and strike them 
with those of the right, this transaction being repeated 
over his breast and back. The whole solemn ceremony would 
generally end by my requesting the patient also to show 


























A CREATURE OF NEGLECT. 


his tongue. Now after all this tomfoolery I would be na 
wiser as to his ailment, whether he suffered from high 
blood pressure or a cancer. In other words, we have 
made no serious endeavor to supply good medical aid in 
our foreign mission territory. 


Conditions in Africa 


The natives in Africa are exposed to conditions and 
dangers of diseases which are little heard of in other 
countries, especially the sleeping sickness and leprosy. 
When the native there becomes sick he attributes the cause 
of his sickness generally to three sources: he is simply 
sick, an enemy has bewitched him, or his ancestral spirits 
are angry with him and have brought this malady upon 
him. In the first case he will seek aid from his medicine 
doctor, in the second case his enemy has to be “smelled 
out,” and in the third case sacrifices have to be brought 
to pacify the angry ancestral spirits. Charms, medicines, 
poisons, conjurations, and endless superstitions are taken 
refuge in, when he is afflicted with any disease, or other 
troubles befall him. 


In our African missions good medical aid and the 
convenience of hospitals would be one of the main factors 
to help eradicate witchcraft and native superstitions, as 
the true cause of diseases could be pointed out by an ex- 
perienced doctor and trained nurses. From a question- 
naire which I sent out to about twelve bishops in various 
parts in Africa I gathered the information that nearly all 
have what is termed dispensaries with a limited supply of 
medicines, and that the missionary himself or a Brother, 
or in most cases a Sister, is in charge. Hospitals, doctors, 
and trained nurses remain still a desired necessity and it 
is only in districts where there is a marked European 
population that such are to be found. Our medical aid 
is in its infancy as far as our missions are concerned. 


The majority of these districts would be far enough 
advanced to receive a doctor and are able to provide him 
with board and a suitable lodging place, but in most in- 
stances -no remunerative practice could be hoped for 
among the natives on account of poverty. As to the time 
contract for service, some advocate from eight to ten 
years, as five years would not be sufficient to study the 
languages. At all events five years should be the mini- 
mum. If hospitals were founded they could not become 
self-supporting and would have to be subsidized by home 
funds for many years to come. The majority are of the 
opinion that the doctor should be married for obvious 
reasons. As to the salary such doctors could lay claim 
to, this varies from 500 to 800 pounds sterling, which is, 
roughly speaking, about $2,500 to $4,000. The interesting 
question as to whether lay nurses or Sisters are preferred 
was answered in favor of lay nurses because they are able 
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to deal with maternity cases where che canon law hus its 
“non licet” for the Sisters. In other words, there should 
be lay nurses among the staff although Sisters are used. 
Also for lay nurses, if they sign a time contract it should 
be for not less than five years. Their salary is estimated 
at from 200 to 300 pounds sterling per annum. These 
estimates of salaries are gauged by the rates the govern- 
ment or Protestant hospitals pay their staff. It is evi- 
dent from the information received through the question- 
naire that little or nothing has been done so far as medi- 
cal assistance is concerned among the native tribes where 
our missionaries are working. 


The Medical Apostolate 


There is no blinking the fact that our Protestant 
brethren have far outdistanced us as to supplying doctors 
and nurses or erecting hospitals in foreign mission fields. 
Spasmodic efforts were made in various countries by some 
Catholic doctors such as Dr. Margareth Lamond, Doctor 
O’Gorman in England, Dr. Paluel Flagg in America, and 
Doctor Schmidlin in Germany, who in his excellent scien- 
tific Mission Magazine in 1920 referred to the urgent 
necessity of this branch of mission work. During my 
recent visit to Europe I had the pleasure of meeting 
Doctor O’Gorman in London and Doctor Becker in 
Wuerzburg, Germany. Although this medical apostolate 
question was taken up enthusiastically in England a few 
years ago, no definite foundation has as yet been created 
for the realization of such a project. In Germany they 
have progressed a step further insofar that they have 
already a definite institution at Wuerzburg where male 
and female students are accepted. Through the media- 
tion of Doctor Becker I had an opportunity to visit this 
institution and the kind rector gave me all information I 
desired. They had at the time of my visit seven young 
men and five girls attending the institution. It may be 
interesting to know something about their plan of work. 
The rector supplied me with a miniature prospectus from 
which I am taking the following points: 


The purpose and aim of this Medical Mission Insti- 
tute in Wuerzburg is in the first place to give a thorough 
and scientific medical education and a mission prepara- 
tion to Catholic doctors and students, whether male or 
female, for the purpose of going to foreign missions. 

The medical education is received at the university 
with the cooperation of St. Julius Hospital. For the 
religious part of preparation there is a separate institute 
or hospital where the students reside. This is under a 
spiritual director who enjoys the power of receiving and 
dismissing students. 
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As a secondary aim the medical institute shall pro- 
vide special courses in nursing for Brothers and Sisters, 
and also brief courses for missionary priests. These 
courses are given with cooperation of the St. Julius Hos- 
pital. 

If a student wishes to become a member of the in- 
stitute, he should have connection with some missionary 
society in order that he may already know his possible 
future district or country of activity. This connection 
may also be obtained through the institute. 

Before a student is admitted to the institute he has 
to present to the rector the certificates of his past studies, 
of baptism, and of health, also a recommendation of his 
pastor and a written declaration that he is ready to make 
the solemn promise which shall be demanded of him by 
the institute. The examination of fitness for tropical 
climes is reserved by the institute. 

The members of the institute shall, after serious con- 
sideration, having made a spiritual retreat, and having 
received the Sacraments, make at the foot of the altar a 
solemn promise to the respective mission they wish to 
serve, that they will devote for at least ten years, all their 
knowledge and service to that mission gratis, and be satis- 
fied with the future heavenly reward. The Mission 
Society is held responsible to provide the medical staff 
with all the necessaries of life according to a written con- 
tract between the respective parties. 

This solemn promise, however, does not pertain to 
such income or remuneration as a doctor may receive 
through private practice among the natives, if by such 
private practice the main work for the missions is not 
neglected. Particulars as to this question may be pro- 
vided for in the contract. 

In case the doctor does not fulfil his solemn promise 
he is to guarantee in writing on the day he makes his 
vow, that he will compensate the institute and Mission 
Society for all the money spent on him during his studies, 
travels, provision, etc. 

Certificated and approved doctors may pledge them- 
selves for fewer years of service. 

The members of this institute may utilize their time 
of preparation in holy zeal and retirement as the apostles 
did under their Divine Master. Besides the acquirement 
of solid medical knowledge they should strive to become 
men and women of solid character. To accomplish this 
they should make frequent use of the Sacraments and 
attend Mass if possible also on week days, and now and 
then pay a visit to the Blessed Sacrament. 

Morning and evening prayers should be held in com- 
mon, as also the meals. During the meals some time 
should be devoted to reading on practical subjects per- 
taining especially to mission work. 

On Sundays the students will have a mission confer- 
ence which will close with a mission devotion. 
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WHERE THERE iS NO MEDICAL SCIENCE. 


After the closing of doors in the evening no student 
should be absent without special permission of the rector. 

I refrain from comment at present as to the pros and 
cons of this plan of action. This subject matter would 
be interesting for consideration in our meeting. How- 
ever, it is a beginning in the right direction and may be 
a guide to us to form a similar institution. 

They also organized a society for the purpose of 
creating funds for the support of mission doctors. Any 
Catholic may become a member; the annual dues are 25 
marks, and 10 marks for students (according to the value 
of exchange in 1921). The official staff consists of a 
president, secretary, treasurer, and twelve members 
selected from the various branches scattered throughout 
the country. To this central staff belong also the presi- 
dent and secretary of the St. Savior’s Society, of the 
Louis Society of Munich, and of the German Association 
of Superiors. The Society has six main branches accord- 
ing to the provinces of the country, and each branch has 
again its own officials. They issue a paper entitled 
“Zeitschrift fuer Missionaerztliche Fuersorge,” which 
appears twice a year. 

Note: The institute referred to was discussed at the meet- 
ing of the Medical Foreign Missions Committee of the Catholic 


Hospital Association and will be found in the complete report to 
appear in book form. 


Only Woman Radiologist. Sister M. Alcantara, in 
charge of the x-ray department of St. Mary’s Hospital, 
Racine, Wis., has successfully passed the state board 
examination for x-ray technicians. Sister is now the only 
woman registered as a radiologist in the State of Wis- 
consin. 

The ultra-violet therapy department of St. Mary’s 
Hospital is developing rapidly in treatment of various 
types of eczema, adenitis, psoriasis and various types of 
skin lesions. Especially gratifying results may be ob- 
served in the long exposure of patients with chronic tuber- 
cular pleurisy and tubercular peritonitis. 

Since May 1, 1923, over 140 patients have been treated 
in the ultra-violet department. 

Entertains Nurses’ Alumnae. Miss Madelon McCarty 
was hostess at a dinner party on November 19th to the 
members of the Good Samaritan Hospital Alumnae, at 
Cincinnati, O. The rooms were attractively decorated for 
the occasion in beautiful autumn flowers and colors. The 
guests were treated to a delightful dinner, which was fol- 
lowed by euchre during the remainder of the evening. 
Covers were laid for fifteen guests. 








